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FOREWORD 

This  guide  for  training  health  personnel  for  EPSDT  is  part  of  a  series 
issued  on  various  components  of  the  Early  and  Periodic  Screening,  Di- 
agnosis and  Treatment  Program  under  Medicaid  (EPSDT) .    Also  in  the  se- 
ries are:  guides  for  Screening,  Dental  Care,  Provider  Participation, 
Diagnosis  and  Treatment,  and  Developmental  Assessment  and  Treatment. 
The  following  guides  are  available  to  interested  people  from  the  Medi- 
cal Services  Administration:  A  guide  to  screening  prepared  by  the  Ame— ? 
rican  Academy  of  Pediatrics ;  A  guide  to  Dental  Care  prepared  by  the  Ame- 
rican Society  of  Dentistry  for  children  and  the  American  Academy  of  Pe- 
dodontics;  a  Guide  for  Professional  Provider  Participation  prepared  by 
the  Committee  on  Health  Care  of  the  Poor  of  the  American  Medical  Asso- 
ciation. 

This  manual  was  written  with  several  purposes  in  mind:  To  assist  EPSDT 
administrators,  supervisors,  and  others  in  the  training  of  allied 
health  personnel;  to  provide  trainees  with  an  explanation  of  the  pro- 
gram and  a  description  of  the  human  and  technical  skills  they  will 
need;  and  to  give  everyone  concerned  with  EPSDT  an  understanding  of 
the  new  and  expanding  role  of  the  Family  Health  Worker  in  these  pro- 
grams . 

Each  local  program  will  view  its  recruitment  and  training  needs  some- 
what differently,  and  we  hope  that  this  guide  will  be  adaptive  to  those 
needs.     It  is  not  intended  to  be  a  narrow  "how  to"  instruction  book 
for  screening  procedures,  although  that  purpose  is  not  ignored.  Ra- 
ther we  hope  that  this  guide  will  help  each  community  develop  a 
trained  core  of  Family  Health  Workers  whose  special  skills  and  in- 
siiihts  can  provide  a  new  dimension  to  health  care  for  children. 


The  training  program  is  intended  for  Family  Health  Workers  not  only 
in  clinics  but  could  be  used  by  private  physicians  involved  in  EPSDT 
for  their  staff. 

I  wish  to  acknowledge  my  special  appreciation  to  the  staff  of  Eealth 
Facilities  Foundation,  and  the  Project  officers  Phyllis  Dichter  and 
Meg  Kellog,  to  other  HEW  personnel  who  have  assisted  in  the  prepara- 
tion of  this  guide,  Helen  Martz,  Ph.D.,  Elsie  Tytla,  M.D.,  Barney 
Sellers,  and  to  the  consultants  whose  generous  efforts  made  this  manual 
:  possible  and  whose  names  are  listed  in  the  Appendix. 


M.  Keith  Weikel 
Commissioner 

Medical  Services  Administration 
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I.    INTRODUCTION.    Element 3  of  Training 

As  indicated  in  the  Table  of  Contents,  this  Training  Guide  is  designed 
around  several  aspects  of  Early  Periodic  Screening,  Diagnosis  and 
Treatment  (EPSDT) :  Organization,  Case  Finding,  Test  Procedures,  Case 
Management,  and  Evaluation,  each  of  which  is  covered  in  a  separate 
workbook.    While  these  workbooks  are  written  for  all  persons  concerned 
with  EPSDT,  each  one  contains  sections  whose  primary  interest  will 
be  for  the  administrator  or  supervisor,  and  other  sections  whose 
;  primary  interest  will  be  for  the  new  health  worker  or  trainee.  And 
throughout  the  Guide,  there  is  the  assumption  that  we  need  to  under- 
stand not  only  how  to  perform  various  tasks,  but  also  why_  those  tasks 
are  necessary,  and  what  can  be  accomplished  through  this  new  and  ex- 
panded approach  to  health  care. 

* 

1.    What  is  EPSDT? 

There  has  been  a  growing  recognition  that  comprehensive  health  care  of 
children  must  become  a  national  priority,  and  that  some  means  must  be 
found  to  reinforce  existing  efforts  and  achieve  some  of  the  objectives 
for  which  we  have  waited  so  long.    A  major  step  in  that  direction  was 
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failures  of  the  system.    The  EPSDT  staff  must  therefore  not  only  be 
trained  to  detect  health  problems  early,  but  also  to  create  a  health 
system  which  is  aware  of  feelings  and  relationships,  builds  a  sense 
of  trust,  corrects  errors  in  communication,  and  advances  the  self- 
worth  of  both  the  family  and  the  health  worker. 


Each  word  in  the  phrase  "Early  Periodic  Screening,  Diagnosis  and 
Treatment"  is  significant,  and  has  meaning  for  our  training  design: 
Significance  Training  Implication  . 


Early  because  we  know  that 
early  intervention  in  a  health 
problem  is  likely  to  produce  a 
more  successful  outcome. 


Outreach,  casefinding,  and  health 
education  techniques  must  be 
eiphasized. 


Periodic  because  health 
problems  can,  and  do,  occur 
all  through  life;  and  because 
too  many  children  are  still  seen 
by  a  doctor  only  when  there  is 
a  pressing  problem. 


The  notion  of  health  maintenance 
requires  that  the  EPSDT  program 
be  planned  and  developed  with 
community  input.    This  in  turn 
requires  that  the  staff  be 
trained  as  a  communications  link, 
able  to  encourage  and  use  ideas 
from  the  community  about  the  way 
in  which  health  care  should  be 
delivered . 


Screening  because  for  children 
in  many  localities,  and  parti- 
cularly for  the  children  of  poor 
families,  there  is  little  oppor- 
tunity for  regular  examinations 
by  a  physician;  and  because  in 
nearly  every  community  the  phy- 
sician must  devote  most  of  his 


Screening  enables  certain  staff 
members  (such  as  the  physician) 
to  delegate  tasks  to  other  health 
workers  who  must  in  turn  become 
proficient  in  a  variety  of  skills. 
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time  to  treatment. 

To  be  an  effective  "screener," 
the  health  worker  must  under- 
stand the  purpose  of  the  tests 
and  the  importance  of  certain 
data  to  the  physician  or  other 
specialist  in  reaching  a  diag- 
nosis. 

Much  of  the  treatment  process 
is  dependent  upon  the  family's 
understanding  the  problem  and 
being  willing  and  able  to  fol- 
low a  treatment  plan.  The 
health  worker  is  indispensable 
to  effective  and  continuing  care. 

One  can  see  that  EPSDT,  with  its  outreach,  prevention,  health  main- 
tenance, family  and  community  orientations,  requires  a  staff  equipped 
to  perform  multiple  services.    New  training  strategies  are  necessary 
in  order  to  bring  together  a  variety  of  functions  from  the  traditional 
roles  of  public  health,  social  work,  community  organization  and  health 
education.    Each  staff  member  will  bring  to  the  program  some  measure 
of  professional,  technical,  or  social  or  human  experience,  and  each 
staff  member  should  assume  responsibility  for  teaching  and  training 
others.    In  this  way,  new  combinations  of  skills  can  be  developed. 
This  manual  attempts  to  go  further  than  simply  providing  a  set  of 
instructions;  it  assumes  that  each  trainee  will  in  due  course  become 
a  trainer,  probably  specializing  in  certain  skills,  but  at  the  same 
time  aware  of  the  problems  of  organization  and  supervision,  quality 
and  cost  control,  and  performance  evaluation. 


Diagnosis  because  in  order  to 
provide  appropriate  care,  we  need 
to  know  the  clinical  signifi- 
cance of  the  screening  tests. 


Treatment  because  screening  is 
useless  without  follow-up  evalu- 
ation and  care. 
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The  teaching  context  Interweaves  responsibilities  for  caregiving  and 
education,  so  that  children  and  families  can  learn  more  about  their 
health  and  its  maintenance.    This  education  should  assist  families  in 


making  Intelligent  choices  about  health  care,  and  result  in  a  kind  of 
self-help  and  accountability.  To  a  large  measure,  the  success  of  the 
staff  in  teaching  will  reflect  the  success  of  the  staff  in  learning. 

2.    The  Role  of  the  Paraprofessional 

EPSDT  training  is  much  concerned  with  the  allied  health  professional 
or  paraprofessional.    "Paraprofessional"  is  one  of  many  labels  attached 
to  new  roles  that  have  emerged  in  health,  education,  social  work,  law 
enforcement,  and  other  services.    It  is  a  shorthand  word  coined  to  des- 
cribe persons  who  perform  tasks  requiring  less  "professional"  tech- 
nical skills,  but  skills  which  are  equally  Important  in  a  successful 
health  care  system.    Aides  or  assistants  are  not  new  to  the  health 
field,  but  the  term  paraprofessional  (or  "health  technician,"  "com- 
munity health  worker,"  "new  careerist,"  etc.)  better  describes  these 


new  functions  ^lich  not  only  provide  a3sistance  to  the  professional, 
but  also  replace  and  augment  many  of  the  traditional  professional  tasks. 

The  paraprofessional  role  grew  in  part  from  the  shortage  of  profes- 
sionals, and  in  part  from  the  realization  that  traditional  manpower 
was  inadequate  not  only  in  numbers,  but  also  in  the  understanding  and 
ability  to  meet  rising  expectations  in  the  community.    At  first,  para- 
professionals  vera  drawn  from  among  men  and  women  who  had  attended 
collage  but  lacked  formal  professional  training.    New  training  tech- 
niques and  the  Incorporation  of  the  career  concept,  led  to  the  up- 
grading of  workers  already  in  the  health  field,  while  a  later  trend, 
supported  by  new  legislation,  recruited  "indigenous"  workers  from 
among  the  groups  to  be  served.    Another  source  of  paraprof essionals 
bas  been  through  the  civilian  training  of  former  military  health 
workers  (medics  or  corpsnen). 

There  Is  hard  evidence  that  the  use  of  the  paraprofessional  has  not 
only  helped  to  reduce  costs,  but  has  often  had  a  positive  effect  in 
changing  the  health  delivery  system.    With  respect  to  EPSDT,  it  has 
been  demonstrated  that  paraprof essionals  taking  a  child's  medical  and 
behavioral  history,  completing  a  physical  observation  form,  and  ad- 
ministering certain  physical  and  developmental  tests,  can  identify 
certain  problems  as  effectively  as  traditional  pediatric  or  psycho- 
logical screening  procedures.    There  is  no  doubt  that  paraprofessional 
training  is  ideally  suited  to  EPSDT,  and  offers  both  trainer  and 
trainee  opportunities  for  career  development  and  innovative  practices 
in  health  care  delivery. 

3.    The  Training  Prograg.:  Responsibilities  of  the  Trainer 
Some  General  Observations 

There  is  a  vast  difference  between  knowledge  for  intellectual 
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stimulation—for  something  to  think  about—and  knowledge  for  applica- 
tion to  the  problems  of  human  services.    The  chief  difference  is  that 
when  we  apply  knowledge  to  the  solution  of  human  services  problems,  we 
have  to  see  ourselves,  as  helping  persona.    This  in  turn  means  that  we 
have  to  recognize  that  what  we  learn  and  teach  is  filtered  through  a 
screen  of  self-concepts,  belief  systems,  and  individual  interpreta- 
tions shaped  by  our  own  experience  in  life. 

For  this  reason,  trainers  in  health  care  must  spend  a  considerable 
amount  of  time  helping  trainees  develop  a  groundwork  of  self-under- 
standing.   An  initial  goal  is  to  enable  the  trainees  to  acquire  enough 
self -awareness  to  retain  objectivity  even  when  dealing  with  client 
problems  similar  to  their  own.    If  trainees  are  unable  to  remain 
reasonably  objective,  there  will  be  a  tendency  to  confuse  or  blend 
their  difficulties  with  those  of  the  family  being  served,  so  that  their 
helpfulness  is  limited— especially  if  their  own  problems  have  them 
stymied.    One  of  the  pitfalls  In  relying  solely  upon  technical  training 
without  reference  to  the  trainee  as  a  person  is  that  if  the  trainee's 
insights  are  not  developed,  he/she  may  superimpose  his/her  ideas  on 
those  of  the  family  in  a  non-productive  way. 

The  trainer  must  therefore  begin  by  assisting  the  trainee  in  making 
the  transition  from  the  worker  role  to  the  helper  role.    This  transi- 
tion is  particularly  important  when  the  trainee  is  selected  from  among 
the  population  to  be  served.    Consciously  or  unconsciously,  helpers 
who  were  very  recently  identified  with  the  community  may  over-react 
in  their  attempt  to  achieve  a  new  identity,  by  breaking  off  from  for- 
mer associates.    This  is  often  in  response  to  fantasies  about  what  the 
agency  or  clinic  expects  of  trainee  behavior.    Sometimes  this  over- 
reaction  takes  the  form  of  being  harsh  and  punitive  towards  the  client, 
or  may  on  the  other  hand  take  the  form  of  over-protection.    Either  one 
of  these  attitudes  may  emerge  unless  the  trainees  are  helped  to  under- 
stand and  compare  their  old  and  new  role  behaviors,  and  to  examine 
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their  feelings  about  those  behaviors  through  "who  am  I?"  types  of 
questions . 

Trainers  can  only  go  part  way  in  advancing  this  sense  of  self -aware- 
ness, but  they  must  not  limit  their  efforts  by  seeing  traing  only  as 
a  classroom  experience .    They  should  vsee)several  devices  or  modes  for 
training;  classroom,  field,  supervision    and  preceptorship.    Profi-      ^ *a 
ciency  in  skills  is  almost  never  learned  through  classrooms  alone, 
but  must  also  be  taught  under  field  conditions  and  in  a  supervised 
setting.    Through  this  method,  intellectual  learning  is  reinforced, 
and  role  behavior  can  be  examined  and  evaluated  on  the  job.  Class- 
room and  field  training  can  be  successfully  alternated  so  that  dis- 
cussions about  role,  for  example,  could  begin  in  the  classroom,  find 
some  working-out  in  the  field,  and  be  evaluated  back  in  the  classroom 
again. 

The  effectiveness  of  this  kind  of  co-ordinated  training  depends  on 
the  trainer  and  supervisor  (if  they  are  different  persons)  working  in 
full  partnership,  from  the  planning  stages  to  graduation.   -2f  precep- 
tors-hip- model  may  be  useful  because  preceptors  are  mcre-or-less  neu- 
tral members  of  the  staff  who  hold  no  administrative  power  over  the 
trainees,  and  may  therefore  be  able  to  assist  with  problems  that  the 
trainees  might  otherwise  be  reluctant  to  share  with  supervisors. 
Care  must  be  taken,  however,  that  preceptors  do  not  dilute  or  unduly 
interfere  in  the  supervisor-trainee  relationship.    And  there  is  the 
further  problem  of  confidentiality_betwaen  the  preceptor  and  trainee. 
The  preceptor  needs  to  have  that  confidence,  but  it  must  not  be  used 
to  undermine  administrative  responsibility.    The  preceptorship  will 
work  if  the  training  goals,  as  well  as  the  functions  of  the  preceptor 
and  supervisor,  are  clearly  defined  and  agreed  upon  from  the  start. 
(See  later  paragraph  on  "Faculty.") 

Many  of  the  activities  in  EPSDT  require  the  health  worker  to  have  a 


recognition  of  social,  psychological  and  emotional  factors,  and  to  be 
capable  of  dealing  with  them  in  some  measure.    Thus  case-finding, 
identifying  Medicaid  eligible  families  and  bringing  them  into  the  pro- 
gran,  and  case-management .  keeping  patients  in  the  program  and  as- 
sisting them  to  obtain  needed  care  until  treatment  is  completed  or  a 
problem  solved,  mean  that  the  health  worker  must  deal  with  fears, 
resistance  and  hostility;  and  further  require  a  high  level  of  rapport — 
mutual  confidence — between  the  health  worker  and  the  family. 

Confidentiality  is  an  important  issue  in  care  and  training.  Despite 
the  long  and  successful  use  of  paraprof essionals  in  counseling  and  in 
other  very  sensitive  helping  roles,  anxious  professionals  may  raise 
confidentiality  as  an  excuse  to  bar  the  indigenous  health  worker  or 
other  paraprof essional  from  therapy  functions,  or  limit  them  to  menial 
tasks  that  deny  them  opportunity  for  career  development. 

Evidence  has  proven  again  and  again  that  the  responsibilities  sur- 
rounding confidentiality  can  be  acquired  by  apt  students,  whether  they 
are  professional  or  paraprof essional,  whether  in  their  own  neighbor- 
hood or  elsewhere.    In  practice,  professionals  have  shared  extremely 
sensitive  case  data  with  paraprofessional  colleagues  who  have  shown 
themselves  fully  appreciative  of  the  ethical  components  involved. 

Specific  Training  Objectives 

The  careful  specification  of  training  objectives  is  important,  and  it 
is  a  foremost  responsiblity  of  administrators,  supervisors  and  trainers 
to  decide: 

o    What  is  wanted 
o   What  is  needed  to  achieve  it 
o    How  to  measure  the  degree  of  achievement. 
In  more  specific  terms,  training  objectives  would  be: 
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a.  To  develop  a  cadre  of  personnel  with  technical  competence  to 
carry  out  every  aspect  of  EPSDT  as  required  by  law,  and  as 
further  defined  by  program  planners  and  managers. 

b.  To  train  suoh  a  cadre  in  as  many  EPSDT  skills  as  possible  in 
order  to  provide  staff  inter changeability . 

c.  To  provide  the  staff  with  the  knowledge,  attitudes  and  func- 
tional capabilities  that  can  serve  as  a  springboard  to  a  con- 
tinuing and  growing  health  career. 

d.  To  develop  EPSDT  skills  in  an  organized  manner  so  that  tasks 
may  be  standardized.    This  is  Important  if  the  EPSDT  trainee 
is  to  have  lateral  (other  programs)  and  geographic  (other 
areas)  mobility. 

e.  To  use  the  more  proficient  trainees  as  teachers  themselves, 
making  them  "skill  multipliers"  and  providing  the  program  with 
a  stable,  economic  staff  resource. 

f.  To  design  training  so  that  entry -level  workers  can  be  advanced 
to  trainer  and  supervisor  responsibilities  as  quickly  as  pos- 
sible. 

g.  To  provide  comprehensive  training  through  which  all  personnel- 
workers,  trainers,  supervisors — learn  consultive  skills  which 
can  become  a  career  in  itself,  and  which  can  draw  together  other 
community  agencies  and  groups  around  EPSDT. 

h.  To  train  staff  so  that  besides  having  a  thorough  knowledge  of 
technical  procedures,  they  will  also  be  well-grounded  in  the 
use  of  self,  with  the  attitudes  and  capabilities  that  will  make 
EPSDT  an  attractive  and  effectively  utilized  program. 

i.  To  find  and  apply  the  latest  techniques,  not  only  in  training, 
but  in  the  service  areas  themsleves,  and  develop  a  program 
flexibility  that  can  substitute  new  techniques  for  old,  and  that 
will  foster  staff  flexibility  and  a  willingness  to  experiment 
and  continually  learn. 


How  to  Design  a  Training  Program 

- 

▲  successful  training  program  will  include: 

-  CO    Development  of  basic  knowledge  and  skills  upon  which  sub- 
sequent training  can  be  built. 

(2)  Co-ordination  of  training  so  that  each  section  is  related 
to  the  other. 

(3)  Logical  sequence  and  continuity. 

An  important  introduction  to  a  training  program  is  the  orientation  of 
tha  train**  to  the  agency  or  clinic.    Preferably  this  should  be  done 
by  the  program  director  or  administrator  with  (a)  each  trainee,  (b)  each 
new  member  of  the  EPSDT  staff,  and  (c)  with  the  trainees  and  new  workers 
as  a  group.    It  is  often  taken  for  granted  that  new  workers  and  trainees 
will  somehow  learn  about  the  agency  just  by  sitting  in  an  office  or 
walking  around  and  absorbing  the  atmosphere  of  the  organization.  Not 
only  does  this  not  happen,  but  instead  personnel  get  the  feeling  that 
they  ere  alone,  relatively  isolated,  and  that  they  must  be  able  to  han- 
dle their  own  uncertainties  without  being  able  to  ask  questions. 

A  solid,  intensive  orientation,  including  a  tour  of  the  agency /clinic, 
should  be  of  the  kind  that  generates  questions  and  creates  a  sense  of 
common  purpose  and  togetherness.    The  trainee  should  at  the  start  be 
made  to  feel  that  he  or  she  is  a  real  part  of  the  organization.  Ques- 
tions must  be  answered  carefully  so  thar.  the  trainee's  self-respect  is 
not  diminished,  but  instead  the  trainee  is  made  to  feel  important  and 
worthwhile. 

The  subject  matter  for  this  orientation  should  go  beyond  explaining 
and  describing  the  work  of  the  agency/clinic  and  its  rationale.  Mat- 
ters of  administrative  procedure,  the  timing  and  purpose  of  staff 
meetings,  and  even  cost  effectiveness,  can  and  should  be  shared  with 
new  workers  at  the  very  outset.    Trainees  should  also  be  encouraged 
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to  participate  in  the  development  and  modification  of  the  training 
program.    The  only  reason  for  delaying  this  participation  is  that  the 
trainer  may  have  to  wait  until  trainees  who  are  new  to  the  health  field 
have  acquired  enough  information  to  maka  their  participation  meaningful. 

Some  very  useful  training  techniques  have  emerged  with  new  styles  of 
administration.    The  rising  expectations  and  political  sophistication 
of  "neighborhood"  people  have  brought  with  them  increased  willingness 
to  speak  about  their  own  needs  and  deairea,  and  this  has  helped  change 
some  of  the  closed  and  rigid  hierarchies  we  have  seen  in  health  pro- 
grams.   In  this  regard,  the  training  program  should  include: 

o    Tolerance  of,  and  acceptance  by,  the  training  group  leader  of 
opinion  and  comment  from  any  group  member.    The  objective  here 
is  the  trust  that  arises  from  the  group's  knowing  that  whatever 
is  discussed  will  be  treated  as  confidential. 

o    Complete  freedom  from  reprisals  or  "sitting  in  judgment"  (the 
leader's  using  group  support  on  behalf  of  a  threatened  member). 

Emphasis  is  placed  on  mucual  trust  as  it  arises  from  group  interaction, 
because  it  is  an  important  base  from  which  individuals  learn  to  be  frank 
and  open  about  their  lifestyles  and  behaviors.    This  need  for  trust, 
openness,  and  a  work  environment  without  rigid  controls  or  fears  of 
retaliation,  is  a  recurrent  theme  in  this  guide,  as  is  the  trainee's 
goal  of  self-determination.    "Self-determined"  people  who  have  the  ca- 
pacity to  find  out  what  they  like  and  what  they  want  to  become,  are 
better  able  to  satisfy  their  own  needs  and  the  program's  needs. 

Personal  growth  is  central  to  health  worker  training,  and  self -aware- 
ness is  the  key  to  that  growth.    Without  self -awareness  and  under- 
Standing,  there  can  be  no  real  understanding  of  the  client  popula- 
tion, and  no  real  willingness  to  extend  oneself  on  behalf  of  that  popu- 
lation.   The  foregoing  comments  are  not  to  be  taken  simply  as  hints  or 


guides  to  training,  but  rather  as  components  which  must  blend  into 
the  atmosphere  of  the  EPSDT  program  and  which  are  fundamental  to  the 
"culture"  of  the  agency  or  facility.    Again,  this  atmosphere  or  cul- 
ture does  not  appear  by  magic,  but  by  a  planned  series  of  operations 
involving  the  trainee  at  every  step  and  decision  point. 

If  some  of  this  seems  remote  from  everyday  training  demands,  it  should 
be  emphasized  that  a  successful,  continuing    and  effective  health  pro- 
gram must  carry  with  it  a  certain  style  and  image,  and  that  without 
i  these  the  program  may  become  "just  another  welfare  service" — at  best 
identifying  some  immediate  disease  problems  and  at  worst  failing  to 
recognize  some  larger  problems  and  falling  to  provide  any  longer-range 
support  for  the  child  and  family. 

Formal  training  methods  and  routines  of  classroom  instruction  will 
probably  not  be  too  productive,  especially  with  paraprof essional  health 
workers.    The  classroom  enforces  physical  inactivity,  and  can  be  frus- 
trating and  inhibiting  to  those  not  accustomed  to  this  method  of  learn- 
ing.     Therefore  the  amount  of  lecturing  and  information-giving  of  this 
kind  that  Is  necessary  should  be  done  in  a  friendly  and  easy  manner. 
Wherever  possible,  learning  material  that  is  related  to  the  personal 
experience  of  the  trainee  should  be  used,  and  the  trainee  should  come 
to  understand  and  trust  that  when  his  or  her  answers  are  rejected,  it 
is  not  necessarily  a  reflection  upon  his  or  her  own  intelligence  or 
capacity. 

Classroom  instruction  with  written  examinations  (or  some  other  form  of 
questions  and  answers)  is  a  valuable  indicator  of  whether  or  not  learn- 
ing   is  taking  place.  But  it  is  only  one  part  of  a  much  larger  process 
which  can  include  such  techniques  as  field  training,  on-the-job  train- 
ing^, seminars,  tutorials,  conferences  and  meetings  of  various  kinds 
(sometimes  with  outside  speakers) ,  and  in  some  cases  also  encounter 
groups  and  sensitivity  training.    Programmed  instruction,  another 
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technique,  is  pretty  nnch  an  Independent  type  of  learning  usually  by 
workbook,  which  takes  the  trainee  through  a  series  of  steps  each  of 
which  is  outlined  in  a  simplified  fashion,  and  each  of  which  provides 
a  self-check  to  see  if  the  subject  matter  has  been  absorbed.  (Workbook 
IV  of  this  guide  uses  this  technique  in  part.) 

Whenever  formal  classroom  instruction  is  employed,  a  one  or  two  hour 
session  should  be  the  outside  limit.    Training  will  be  most  effective 
here  if  the  class  can  shift  from  discussion  to  visual  aids  to  role- 
playing,  interspersed  with  opportuniti as  to  practice  what  has  been 
learned.    Some  programs  will  find  it  useful  to  assign  a  trainee  to  a 
classroom  for  part  of  the  day,  and  to  an  on-the-job  situation  with  se- 
lected tasks  for  the  rest  of  the  day.    This  has  the  advantage  of  pro- 
viding the  stimulation  which  actual  employment  brings.  Furthermore, 
it  gives  the  supervisor  a  chance  to  see  how  the  worker  relates  to  the 
tasks,  as  well  as  to  the  children  and  families,  and  to  judge  how  well 
the  worker  understands  assignments  and  directions.    For  his  or  her  part, 
the  worker  can  bring  the  daily  work  experience  back  to  class  for  review 
and  discussion. 

Written  materials  should  be  visually  arranged  so  that  they  are  rea- 
dily understood.    Language  should  be  aj  direct  and  jargon-free  as 
possible,  and  should  conform  to  the  scope  of  the  trainee's  knowledge. 
Of  course  every  profession  has  its  "in"  language,  and  the  new  worker 
will  soon  become  pert  of  the  "club."    3ut  if  jargon  or  technical  lan- 
guage is  used  with  "outsiders" — and  specifically  in  discussions  between 
health  workers  and  parents— the  meaning  should  be  explained.  Simpli- 
fication does  not  mean  talking  down  to  people,  and  it  can  be  done  as 
a  courteous  effort. 

Supervisors  and  methods  of  supervision  are  of  the  utmost  importance  in 
training.    The  best  results  will  be  obtained  if  the  trainee  can  have 
a  continuing  responsibility  to  a  single  supervisor  during  the  course 
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of  training.    Supervision  is  a  reinforcement  device  that  helps  to  sort 
out  good  practice  from  bad.    The  field  supervisor  should  be  a  link 
and  channel  to  the  classroom.    What  is  taught  in  the  classroom,  and  what 
is  expected  or  reinforced  in  the  field,  should  be  exactly  the  same  or 
should  be  modified  with  the  knowledge  of  everyone  concerned.  Different 
messages  from  classroom  instructors  and  from  supervisors  will  confuse 
and  frustrate  trainees,  and  undermine  both  the  service  and  training 
programs.    If  the  field  supervisor  and  classroom  trainer  are  different 
persons,  the  contents,  method  and  objectives  of  the  training  and  staff 
idevelopment  program  must  be  shared  between  them. 

It  is  a  basic  principle  that  the  trainee  or  worker  should  not  be  kept 
under  close  supervision  any  longer  than  necessary.    Independent  func- 
tioning should  be  encouraged  because  it  reduces  the  cost  of  training 
and  supervision,  and  because  it  makes  for  a  more  interested  and  re- 
sponsible worker.    How  actually  to  determine  when  close  supervision  is 
no  longer  necessary  is  one  of  the  difficulties  in  training.    The  deci- 
sion should,  however,  be  reached  jointly  between  the  worker  and  super- 
visor. 

Faculty 

It  is  important  that  the  responsiblity  for  co-ordinating  and  directing 
the  training  program  be  assumed  by  a  single  individual,  although  that 
person  may  draw  upon  others  with  special  competencies  in  the  different 
areas  of  training.    Whether  the  co-ordinator  is  assigned  to  a  parti- 
cular EPSDT  program,  or  is  responsible  for  a  centralized  training  pro- 
gram serving  several  agencies,  he  or  she  must  be  thoroughly  familiar 
with  the  objectives,  scope  and  policies  of  the  EPSDT  effort,  and  with 
the  needs  of  the  population  to  be  served. 

Fsculty  members  may  be  recruited  from  the  program  service  staff  or  from 
the  outside.    If  they  are  from  the  service  staff,  the  training 
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co-ordioator  must  resolve  the  sometimes  competing  demands  of  service 
and  training,  and  it  is  very  important  that  the  client  family  not  feel 
it  is  being  "practised  on"  by  trainees.    If  the  faculty  members  are 
drawn  from  the  outside,  they  will  generally  serve  in  what  we  have  des- 
cribed as  the  preceptor  role,  in  which  case  the  training  co-ordinator 
must  familiarize  them  with  the  objectives  of  the  EPSDT  program,  with 
the  special  educational  needs  of  the  trainee  group,  and  if  necessary 
with  the  social  and  economic  characteristics  of  the  neighborhood 
population. 

The  advantage  of  "in-house"  faculty  is,  of  course,  its  familiarity 
with  the  program  and. its  proximity  to  the  activity  of  the  trainees. 
Outside  faculty,  on  the  other  hand,  may  bring  broader  perspectives, 
end  a  more  objective  assessment  of  trainee  accomplishment. 

Medical  content  can  be  provided  in  the  training  courses  by  the  program 
physician  or  by  other  physicians  in  the  community.    Other  aspects  of 
screening  and  treatment  services  can  be  taught  by  such  specialists  as 
dentists,  and  by  nurses  or  other  trained  health  workers.    State  or  local 
health  departments  may  be  able  to  provide  some  of  these  preceptors 
or  outside  faculty.    Nutritional  training  may  be  available  from  a  hos- 
pital dietician,  home  economics  teacher,  or  home  economist  attached  to 
an  agricultural  extension  program.    The  training  areas  of  interperso-  / 
nal  relationships,  personal  growth  and  development,  the  family  and  com- 
munity, and  the  social  and  emotional  effects  of  health  care,  are  pro- 
bably best  taught  by  the  social  worker  in  the  EPSDT  program,  or  by  one 
recruited  as  preceptor  from  a  nearby  agency. 

Scope  of  Training 

The  normal  course  of  training  can  be  divided  into  a  series  of  stages 
(or  phases),  each  adding  to  the  depth  and  range  of  trainee  competence. 
They  can  be  outlined  as  follows: 
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a.  A  period  of  orientation. 

b.  A  period  directed  at  establishing  the  basic  information  and 
knowledge  common  to  the  skills  which  will  be  required. 

c.  On-the-job  practice  under  close  supervision. 

d.  Feedback  and  refresher  sections. 

••    Supplementary  training  for  specialized  techniques. 

Understanding  the  community  and  how  it  functions,  and  how 
various  agencies  and  programs  affect  it. 

g.  What  is  involved  in  provision  af  services,  with  emphasis  on 
skills,  and  the  knowledge  and  attitudes  necessary  to  reach 
program  objectives. 

h.  Discussions  about  family  and  family-centered  care,  normal 
growth  and  development,  characteristics  of  the  population 
to  be  served,  the  relationship  of  lifestyle  and  personality 
to  health  factors  and  health  maintenance,  economic  consi- 
derations, belief  systems  of  the  population,  its  response  to 
•tress  and  methods  of  alleviating  stress. 

There  are  some  other  rules  of  thumb  which  may  serve  to  guide  trainers 
and  supervisors,  and  which  might  be  listed  as  program  needs; 

o    The  need  to  establish  the  role  and  function  of  the  trainee. 
No  effective  training  program  can  be  established  without  some 
clear  idea  of  the  tasks  involved. 

o  The  need  for  continuity  and  on-going  experience.  One-shot 
exposure  to  a  task  makes  an  unfair  demand  that  the  trainee 
will  successfully  replicate  what  he  or  she  has  been  taught. 

o    The  need  for  a  training  sequence,  with  progressively  more  com- 
plex learning  and  experience. 

o    The  need  for  administrative  and  educational  planning  around 


training,  preferably  with  trainee  participation  in  developing 
the  agenda.    Planned  materials  can  be  made  available  in  ad- 
vance, allow  readings  to  be  assigned,  enable  trainers  to  pre- 
pare adequately,  and  keep  a  sense  of  accountability  on  all 
sides. 

o    The  need  to  organize  learning  experiences  and  provide  maxi- 
mum stimulation  for  the  learner.    Included  here  might  be  such 
techniques  and  materials  as: 

-  Assignment  of  trainees  for  a  short  period  of  time  to  a 
nursery  school,  center  for  retarded  children,  or  rehabili- 
tation center. 

-  A  seminar  on  family  relations  with  live  demonstrations 
of  family  counseling. 

-  Films,  video  tapes  and  other  audio-visual  media. 
4.    Staffing  Patterns  and  Recruitment 

Health  Screening  has  generated  a  variety  of  programs ,  and  there  has 
been  an  accompanying  variety  of  staffing  patterns  and  job  functions. 
Son*  standardization  of  roles  has  begun,  but  we  are  far  from  having 
produced  the  last  word  about  who,  at  what  level,  should  be  performing 
which  functions    in  the  outreach/testlng/follow-up  spectrum. 

This  lack  of  precise  definition  may  be  all  to  the  good  as  we  encourage 
EPSDT's  potential  for  change  in  the  uses  of  health  manpower.  EPSDT 
emphasizes  the  need  for  constant  health  improvement  of  a  population 
with  higher  levels  of  disability  and  chronic  illness  than  the  general 
public.    Ideally,  the  clients  from  that  population  should  participate 
in  the  staffing  design*    This  may  not  be  possible  right  at  the  out- 
set, but  attention  to  personnel  and  consumer  feed-back  as  the  program 
develops — a  policy  of  staffing  "from  the  bottom  up" — will  increase 
the  likelihood  of  a  successful  program,  attuned  to  the  needs  of  the 


-19- 


TRAINING 


community.  « 

It  is  generally  agreed  that  the  doctor  and  the  nurse  are  basic  to 
EPSDT  staffing  in  much  the  same  way  as  in  neighborhood  or  health  de- 
partment clinics.    However,  in  the  screening  component  of  EPSDT  the 
doctor's  role  may  be  limited  to  supervision  and  training,  with  most  of 
the  service  tasks  delegated  to  nurses  and  paraprof essionals .  The 
well-selected  and  trained  paraprof essional  should  become  a  virtual 
standard  for  EPSDT  staffing. 

In  developing  criteria  for  the  recruitment  and  selection  of  staff,  we 
need  first  to  take  into  consideration  the  structure,  content  and  goals 
of  the  particular  EPSDT  program.    Despite  the  lack  of  standardization, 
the  administrator  and  trainer  can  define  the  knowledge  and  skills 
necessary  to  perform  the  program  tasks.    These  definitions  in  turn 
help  us  design  the  kinds  of  questions  we  want  to  ask  job  applicants. 

-  j  •-  ' 

In  many  cases,  job  applicants  will  have  been  pre-selected  or  .Interviewed 
by  a  referring  agency  such  as  an  employment  service,  welfare  depart- 
ment or  community  organization.    These  manpower  sources  should  be  ad- 
vised of  the  number  of  EPSDT  trainees  to  be  employed,  and  the  criteria 
that  will  be  used  in  their  selection. 

Recruitment  and  selection  criteria  will  generally  include: 

a.  Reason  for  seeking  employment 

b.  Size  of  family 

c.  Sex 

d.  Work  experience 
a.    Health  background 

f.  Attitude,  personality  and  ability  to  learn 

g.  Neighborhood  resident  or  part  of  target  population 

h.  Level  of  education 
1.  Appearance 
j.    Health  status. 
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a.  In  general,  the  best  applicant  is  probably  the  one  who  is  seriously 
seeking  employment,  and  who  might  be  interested  in  other  jobs  as  well, 
provided  they  pay  decent  wages  and  have  some  career  prospects.  This 

is  the  usual  reason  for  seeking  employment,  and  in  the  long  run  it  is 
the  healthiest.    The  applicant  who  comes  in  with  the  attitude:  "I  need 
a  job;  I  would  like  a  good  Job;  I  think  I  could  do  this  one  and  I  would 
like  to  try,"  will  make  a  very  good  worker. 

b.  Persons  with  large  families  and  small  children  cannot  be  expected 
to  be  comfortable  with  the  responsibilities  required  in  the  EPSDT  pro- 
gram unless  some  arrangements  can  be  made  for  child  care.  Indeed, 
wherever  paraprofessional  training  programs  exist,  provisions  should 
be  made  for  child  care  so  that  we  do  not,  in  effect,  discriminate 
against  parents  with  large  families.    And  In  EPSDT  in  particular,  we 
do  not  want  to  risk  losing  persons  who  may  be  very  gifted  in  the 
handling  of  young  children. 

c.  With  respect  to  sex    the  health  aids  function  has  largely  been  as- 
sociated with  women.    This  is  a  stereotype  that  need  not,  and  should 
not,  be  prolonged.    Hale  health  workers  have  already  assumed  many  ur- 
gently needed  roles  in  high  crime  neighborhoods  or  inner  city  tene- 
ments where  it  has  been  impossible  to  deploy  female  personnel.  But 
there  are  in  fact  many  other  reasons  for  employing  men  (such  as  the  im- 
pression of  the  program  given  to  male  teen-agers,  and  the  identifica- 
tion of  health  maintenance  requirements  with  male  as  well  as  female 
"authority") . 

d.  Vagueness  as  to  work  experience  should  not  be  seen  as  a  lack  of  re- 
liability.   Many  persons  who  are  educationally  or  culturally  handicapped 
have  been  relegated  to  work  situations  that  are  fragmented  and  sporadic. 
There  should  be  no  bias  because  of  the  absence  of  work  history,  nor 
should  there  be  an  assumption  that  those  who  have  never  worked  will 
lack  "good  work  habits."    Evidence  from  "new*  careers"  programs 
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contradicts  the  stereotype  that  people  unaccustomed  to  routine  em- 
ployment are  likely  to  have  high  absentee  rates.    Good  training,  and 
appropriate  supervision  directed  at  the  work  objectives,  will  produce 
employees  with  the  same  attitudes  as  others  in  the  general  work  force. 

e.  For  the  most  part,  administrators  will  want  to  give  some  prefe- 
rence to  individuals  with  a  health  background  or  who  are  health  ca- 
reer-minded.   The  application  and  interview  may  reveal  latent  skills, 
or  areas  of  interest  and  understanding,  which  are  basic  to  preventive 
health  services  and  health  maintenance. 

f.  Primary  emphasis  in  the  selection  of  trainees  should  be  given  to 
attitude,  personality,  and  the  ability  to  learn.    It  is  difficult  to 
draw  precise,  objective  conclusions  about  this  unless  an  interview  can 
be  arranged  in  which  the  applicant  is  helped  to  describe  himself,  his 
attitudes,  interests,  preferences  and  dislikes.    Both  interviewer  and 
applicant  should  have  the  opportunity  to  discuss  the  job  and  what  is 
essential  to  it,  and  try  and  avoid  superficial  expression  of  interest. 
And  the  interviewer  should  try  to  bring  out  indications  of  bias  and 
Inflexibility  which  could  become  obstacles  to  the  helping  role.  For 
example,  the  applicant  who  expresses  overly  strong  religious  beliefs, 
dislike  for  certain  cultural  or  age  groups,  or  intolerance  in  working 
with  members  of  the  opposite  sex,  should  probably  be  turned  away.  At- 
titude has  no  particular  correlation  with  education,  culture,  sex, 
age  or  previous  work  experience.    The  interviewer  must  also  remember 
that  what  we  are  looking  for  here  is  not  necessarily  a  verbalized  at- 
titude of  compassion  for  the  sick  or  poor,  or  a  desire  to  be  "useful," 
but  rather  a  potential  for  the  helping  role  that  can  be  developed  in 
the  training  process.    Again,  this  is  not  an  easy  determination  to  make. 
A  self-respecting  desire  to  earn  a  fair  day's  pay  under  circumstances 
which  promote  self-respect  and  therefore  respect  for  others,  is  pro- 
bably as  good  a  basis  as  any  for  making  a  selection.    What  works  best 
in  a  community  health  program  is  the  capacity  for  tolerance  and 
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understanding  the  needs  of  others;  interest  in  learning  new  skills 

and  acquiring  new  relationships  in  the  process  of  earning  a  living; 

and  as  important  as  anything  else,  that  undefinable  quality  of  "warmth." 

g.    Selection  should  not  be  planned  to  provide  employment  for  any  spe- 
cial group.    However,  the  advantages  in  recruiting  personnel  from  the 
target  population  are  well  documented.    Many  members  of  this  population 
will  be  welfare  recipients  who,  together  with  the  community  at  large, 
have  a  valid  interest  in  substituting  a  useful  employment  pattern  for 
dependency.    The  welfare  recipient  can  readily  identify  with  EPSDT, 
and  many  of  the  tasks  involved  in  carrying  out  the  community  aspects 
of  the  program  (such  as  Unking  and  advocacy)  are  familiar  to  neigh- 
borhood residents. 

a.    Much  has  been  studied,  written  and  proposed  regarding  educational 
requirements  for  entry  level  employment  in  the  health  field,  and  for 
workers  in  health  screening.    In  some  health  occupations  a  high  school 
education  may  be  desirable,  but  where  this  requirement  is  seriously 
considered,  the  result  is.  a  high  social  cost  to  the  community.  EPSDT 
in  particular  would  stand  to  lose  many  intelligent  and  promising  indi- 
viduals.   High  school  diplomas  have  of tin  been  confused  with  the  ability 
to  read  and  write,  which  may  be  an  absolute    necessity  in  some  types  of 
health  employment.    But  where  candidates  are  otherwise  qualified,  the 
training  co-ordlnator  should  consider  using  the  various  methods  for 
rapid  learning  of  reading  and  writing  fundamentals. 

1.    Appearance  Is  one  of  the  moat  commonly  applied  standards  for  ap- 
praising jab  applicants.    It  is  generally  assumed  that  if  job-seekers 
are  really  interested,  they  will  "put  their  best  foot  forward."  But 
in  this  period  of  individual  life  and  clothing  styles,  especially  among 
the  young,  the  Interviewer  should  not  let  an  appearance  stereotype 
bar  employment  of  an  otherwise  promising  Individual. 
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people  who  are  understandably  anxious  about  health  examinations.  Older 
screening  technicians  have  demonstrated  that  they  learn  the  technology 
easily;  and  most  EPSDT  tasks  do  not  require  strenuous  physical  exer- 
cise.   EPSDT  also  presents  an  excellent  opportunity  for  the  men  and 
women  with  various  medical  skills  who  are  released  annually  by  the 
armed  forces. 

Where  possible,  It  is  probably  well  to  assign  one  person  the  over-all 
responsibility  for  recruitment.    Recruitment  of  paraprofessionals  is 
deceptively  simple:  it  is  simple  to  the  extent  that  it  is  always  pos- 
sible to  find  a  large  number  of  Job  applicants  in  the  paraprofessional 
category;  but  it  is  complex  because  of  the  need  to  identify  those. cha- 
racteristics which  make  someone  especially  suitable  for  providing 
health  and  human  services. 

Several  kinds  of  community  agencies  may  be  expected  to  help  establish 
a  roster  of  EPSDT  candidates  for  employment,  including: 

Departments  of  Social  Services 

Welfare  Departments 

Family  Service  Agencies 

Public  Employment  Services 

Clubs  and  Community  Organizations 

Church  Groups 

Special  Poverty  Programs 

MEDIHC  Programs  (Military  Experience  Directed  into  Health  Careers) 
Veterans  Administration 
Family  Planning  Clinics 

Rehabilitation  Agencies  for  the  Handicapped. 
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II.    ORGANIZATION:  "Getting  It  Together" 


An  Administrator's  Overview 

The  flexibility  which  is  allowed,  and  even  encouraged,  under  EPSDT 
legislation  recognizes  the  varying  conditions  which  face  individual 
programs. 

a.  Legislation 

Differences  in  the  ways  in  which  states  implement  Medicaid  (Title  XIX) 
have  a  direct  effect  on  the  scope  of  EPSDT  services  and  on  reimburse- 
ment rates.  Some  state  laws  have  an  impact  on  EPSDT.  In  California, 
for  example,  a  new  state  law  requires  screening  all  children  (not  only 
Medicaid  recipients)  up  to  the  age  of  six,  and  administrators  in  that 
state  must  design  their  programs  accordingly.  Other  states  are  consi- 
dering similar  legislation.  EPSDT  is  a  developing  aspect  of  national 
health  care,  and  the  administrator  must  be  ready  to  respond  and  adapt 
to  changes  in  both  federal  and  state  regulations.  Longer  range  plan- 
ning must  also  take  national  health  insurance  into  account,  since  all 
of  the  proposals  presently  before  Congress  include  provisions  similar 
to  EPSDT. 

b.  Scope  of  Services 

There  is  a  minimum  of  test  procedures  which  must  be  included  in  the 
screening  component  of  the  program  if  a  state  is  to  be  in  compliance 
with  federal  regulations.    Vision,  hearing,  Immunization  up-date,  and 
a  physical  and  growth  assessment  are  obviously  central  to  an  effective 
program.    Other  tests  are  also  necessary,  the  choice  of  some  of  them 
depending  on  geographic  and  ethnic  factors:  for  example,  screening  for 
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lead  poisoning  in  a  central  city  area,  or  for  sickle  cell  anemia  a- 
mong  black  children.    In  any  given  community  the  children  may  have  spe- 
cial health  needs  which  call  for  an  emphasis  on  blood  pressure,  chest 
X-ray,  electrocardiosean,  drug  dependency  or  alcoholism  screening,  or 
other  special  observations. 

The  treatment  component  of  EPSDT  depends  on  monies  in  the  state  plan 
for  Title  XIX;  that  is,  a  state  can  put  limits  on  treatment  available 
under  its  Medicaid  program  except  in  the  areas  of  vision,  hearing  and 
dental  services.    These  services  must  be  provided  to  children  whether 
or  not  the  state  provides  them  to  all  Medicaid  eligibles.  Availability 
of  existing  resources  will  also  determine  the  design  and  scope  of  ser- 
vices.   Some  school  districts  will  provide  vision  and  hearing  tests 
routinely.    And  many  of  the  services  associated  with  outreach,  follow- 
up  and  counseling  may  be  available  through  local  agencies.    The  ad- 
ministrator or  organizer  of  an  EPSDT  program  can  develop  both  formal 
and  informal  arrangements  for  this  type  of  interagency  support  where 
it  appears  more  cost-effective  or  where  it  will  insure  greater  com- 
munity participation. 

c.  Standards 

Quality  standards  as  they  relate  to  test  procedures,  referral  and  fol- 
low-up, personnel  qualifications  and  evaluation  will  also  vary  from 
area  to  area,  but  are  being  formulated  through  federal  and  state  guide- 
lines with  input  from  health  departments  and  professional  associations 
such  as  the  American  Academy  of  Pediatrics.    At  present,  administrators 
muat  be  guided  by  state  health  department  regulations,  state  medical 
practice  acts,  and  the  custom  in  their  community. 

d.  Settings 

The  different  settings  for  providing  EPSDT    services,  some  of  their 
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advantages  and  disadvantages  and  the  effect  on  staffing,  are  des- 
cribed further  on,  but  the  major  difference  is  between  programs  en- 
grafted upon  existing  comprehensive  medical  facilities  capable  of  pro- 
viding screening  and  treatment  (a  doctor's  office,  a  neighborhood 
health  center,  a  hospital  outpatient  department,  or  a  health  depart- 
ment) and  free  standing  programs  where  the  child  is  referred  to  a  dif- 
ferent location  for  diagnosis  and  treatment  (mobile  unit,  store  front 
screening  clinic,  school  or  day  care  center) .    Different  regions  will 
undoubtedly  emphasize  one  model  over  another,  perhaps  reflecting  the 
relative  interest  in  EPSDT  shown  by  health  departments,  hospitals, 
private  practitioners  or  community  organizations. 

Staff  functions  are  not  so  much  affected  by  different  settings,  but 
there  are  significant  differences  in  training  and  supervision.    A  hos- 
pital setting,  for  example,  offers  round-the-clock  medical  supervi- 
sion and  existing  training  programs  which  can  be  modified  to  include 
EPSDT  staff.    A  mobile  unit  program,- on  the  other  hand,  under  the  di- 
rection of  a  pediatric  nurse  practitioner,  will  only  be  visited  periodi- 
cally by  a  physician,  and  although  the  training  program  may  be  organized 
in  conjunction  with  a  nearby  hospital  or  health  department,  it  will 
likely  require  independent  supervision  under  the  screening  administrator. 

e.  Costs 

There  are  no  major  capital  expenditures  required  for  an  EPSDT  program. 
Large  equipment  does  not  go  much  beyond  an  audiometer,  centrifuge  and 
refrigerator.    Free-standing  programs  using  store-front,  church,  neigh- 
borhood center  or  similar  spaces  will  generally  find  that  building 
codes  are  not  too  restrictive,  and  mobile  programs  can  lease  standard 
office  trailers  (of  the  kind  used  at  construction  sites)  and  adapt 
them  at  relatively  low  cost.    Where  the  EPSDT  program  is  added  to  an 
existing  medical  facility,  the  cost  of  space  will  depend  on  how  much 
of  it  is  shared:  for  example,  where  a  hospital  outpatient  area  is  used 


for  EPSDT  twice  a  week,  and  for  other  clinics  during  the  rest  of  the 
week. 


The  major  cost  consideration  is  labor.    EPSDT  offers  an  inherent  eco- 
nomy in.  that  it  is  designed  to  (1)  make  use  of  the  least  advanced  pro- 
fessional or  skill  level  for  a  particular  task,  and  (2)  take  advantage 
of  multiple  skills  (interchangeable  roles) .    The  quality  and  efficiency 
to  be  gained  from  this  use  of  health  manpower  depends  directly  on  the 
strength  of  the  training  program.    Aside  from  quality  considerations, 
inadequately  or  inappropriately  trained  paraprofessional  staff  will 
increase  the  number  of  higher-cost  hours  required  of  physicians  and 
nurses. 

Training  costs  should  not  only  be  budgeted  for  the  new  employee  or  as 
a  start-up  cost,  but  should  also  be  included  as  part  of  the  on-going 
operational  program  budget.    Evaluation  of  training  is  a  necessary 
budget  tool  and  requires  considerable  sophistication  on  the  part  of 
the  administrator.    As  emphasized  throughout  this  manual,  every  EPSDT 
health  worker  has  an  important  role  with  respect  to  communication  with 
the  family,  health  education,  and  program  and  patient  advocacy.  It 
is  therefore  not  enough  to  determine  that  health  worker  A  spends  an 
average  of  6  minutes  on  vision  testing,  while  health  worker  B  does  it 
in  10.    We  need  to  know  more  about  the  health  worker-family  interaction 
that  takes  place  during  those  6  or  10  minutes.    This  subject  is  covered 
in  more  detail  in  the  workbook  on  evaluation. 

1.    Rationale  for  EPSDT 

Periodic  health  assessment  of  children  has  long  been  part  of  our  health 
system.    Whether  in  the  office  of  the  private  physican  or  in  the  well- 
baby  clinic  of  a  health  department,  procedures  for  preventive  care 
and  health  maintenance  have  become  standard  practice.    Why,  then,  is 
there  a  need  for  EPSDT?    For  several  reasons.    First  of  all,  not  all 
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families  have  access  to,  or  utilize,  periodic  preventive  services. 
Outreach  is  therefore  a  major  goal  of  EPSDT.    Secondly,  it  would  not 
he  feasible  to  provide  regular  physicians'  examinations  to  all  chil- 
dren.   A  screening  program  enables  us  to  identify  those  children  who 
in  fact  need  to  be  examined  by  a  doctor  (or  other  specialist),  and  this 
in  turn  enables  the  doctor  to  concentrate  his  skills  on  diagnosis  and 
treatment.    Third,  this  efficient  use  of  health  care  resources  is  made 
possible  in  part  by  the  adaptability  of  paraprof essional  health  work- 
ers :  to  the  screening  process,  and  their  training  is  therefore  another 
important  goal  of  EPSDT. 

2.    Rationale  for  Screening 

According  to  EPSDT  guidelines,  screening  Is  the  "use  of  quick,  simple 
procedures  carried  out  among  large  groups  of  people... to  identify  those 
in  need  of  definitive  study."    This  concept — sorting  out  apparently 
well  children  from  those  who  show  signs  of  abnormality  or  potential 
disease — is  deceptively  simple.    Everyone  appears  to  understand  it. 
yet  in  an  actual  screening  program  the  screening  function    usually  turns 
out  to  have  been  either  over-estimated  or  under-estimated,  and  staff 
members  express  a  variety  of  concerns  or  disappointments.    Staff  in- 
volved with  EPSDT  directly  and  through  the  training  process  must  take 
into  account  the  continuing  need  to  explain  screening  in  general  and 
their  program  in  particular,  to  administrators  of  related  agencies,  to 
physicians  and  other  professionals,  to  community  leaders,  and  of  course 
above  all  to  the  children  and  families  being  served. 

Some  of  the  more  common  concerns,  and  the  answers  to  them,  are: 

The  tests  are  not  complete  enough,  Screening  tests  are  not  de- 
and  they  miss  a  lot  of  things.  signed  to  catch  every  prob- 

lem. This  is  one  reason  they 
need  to  be  done  periodically. 
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Even  if  the  screening  does  not 
detect  anything  wrong,  it  gives 
the  family  a  false  sense  of  security 
because  they  think  their  child 
had  a  complete  physical. 


Screening  tests  often  show  an 
"abnormal"  finding  which  turns 
out  not  to  be  significant. 


Screening  is  an  impersonal 
process. 


This  is  why  staff  must  always 
explain  the  difference  between 
screening  and  a  physician's 
diagnostic  examination.  And 
as  part  of  the  health  educa- 
tion process,  the  family  must 
be  encouraged  to  seek  medical 
care  for  certain  symptoms  as 
they  appear,  no  matter  what  the 
results  of  the  screening. 

"Better  safe  than  sorry"  is  too 
easy  an  answer  for  the  parents 
who  have  gone  through  the  trou- 
ble of  a  follow-up  visit  and  who 
have  worried  until  reassured  by 
their  doctor.    Perhaps  a  better 
answer  is  to  explain  that  screen- 
ing   is  like  a  net ,  and  we  have 
to  compromise  between  a  large 
t-esh  and  a  small  one.     If  we 
make  the  mesh  too  large,  we  will 
tiss  some  children  who  should  be 
referred  to  a  physician;  if  we 
make  it  too  small,  we  will  send 
too  many  children  to  the  doctor, 
and  aggravate  both  the  children 
and  their  families. 

It  need  not  be  any  more  imper- 
sonal than  a  busy  doctor's  of- 
fice or  a  hospital  clinic.  In 
fact,  without  the  pressure  of 
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sick  children  to  care  for, 
screening  staff  can  and  should 
be  more  personal. 


There  is  no  need  to  screen  a  child    This  is  probably  true  if  the 


who  was  seen  by  a  doctor  the 
month  before. 


visit  was  for  a  general  exa- 
mination.   However,  if  it  was 
to  set  a  broken  arm,  or  for 
some  other  special  purpose,  it 
is  unlikely  that  the  range  of 
screening  tests  were  performed. 


Screening  is  done  by  "aides" 
who  don't  really  know  enough 
about  medical  care. 


"Aides"  can  be  effectively 
trained  as  family  health  work- 
ers.     This  concern  is  at  the 
heart  of  this  training  manual. 
The  emphasis  on  a  health  pro- 
gram as  opposed  to  a  sick-care 
program,  and  the  demonstrated 
technical  and  human  skills  of 
the  paraprofessional  is  the 
jest  answer. 


Screening  without  follow-up 
is  useless. 


This  is  correct,  and  the  reason 
why  diagnosis  and  treatment,  and 
die  concepts  of  prevention  and 
health  maintenance  are  integral 
to  EPSDT. 
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Clearly,  the  most  effective  answer  to  these  concerns  will  be  in  the 
operation  of  each  screening  EPSDT  program.    Negative  attitudes  towards 
screening  may  be  a  carry-over  from  programs  with  cumbersome  and  time- 
consuming  screening  techniques.    New  types  of  instrumentation,  and  more 
importantly,  good  staff  training  and  utilization,  can  reduce  screening 
time  significantly,  make  the  process  comfortable  and  interesting,  and 
attract  families  to  the  program. 

Family  members  can  acquire  a  good  deal  of  knowledge  about  the  tests, 
about  the  test  findings  and  about  the  body,  in  a  short  period  of  time. 
This  means  that  there  must  be  a  partnership  atmosphere  between  family 
and  health  workers;  and  training  for  this  partnership  creates  know- 
ledgeable personnel  who  will  be  at  a  premium  in  the  health  industry 
labor  force. 

Explaining  screening  to  the  family  and  the  community  is  basically  the 
question  of  explaining  the  difference  between  health  care  and  sick  care 
or  medical  care.    From  the  initial  contact  at  outreach  and  the  presen- 
tation to  the  family  of  the  health  questionnaire,  the  health  worker 
needs  to  be  trained  to  handle  the  guilt,  anxiety  and  fears  which  often 
accompany  our  perceptions  of  illness,  and  which  may  discourage  families 
from  entering  the  screening  program. 

3.    Some  Organization  Models 

As  indicated  earlier,  there  are  two  general  models  for  EPSDT,  the  one 
which  is  part  of  a  comprehensive  medical  care  facility,  and  the  other 
which  is  a  free-standing  facility,  limiting  itself  to  the  screening 
process.    Each  model  includes  a  variety  of  settings: 

Part  of  a  medical  care  facility:    Health  Department  Clinic 

Hospital  Outpatient  Clinic 
Neighborhood  Community  Health 
Center  (physician-staffed) 

v 
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Physician's  Office 

Private  Group  Practice  Clinic 

Free-standing  screening  facility:  Store-front  Clinic 

Neighborhood  Community  Clinic 
(with  or  without  physician 
in  attendance) 
Community  Center 
School 

Day-care  Center 
Portable  Programs  (staff  and 
equipment  set  up  periodi- 
cally at  any  of  the  above 
sites) 
Mobile  Unit 

The  basic  distinction  between  these  two  models  is  that  in  the  first 
we  need  to  consider  how  EPSDT  is  best  integrated  into  existing  ser- 
vices, while  in  the  second  we  need  to  develop  affiliations  for  diag- 
nosis, treatment  and  perhaps  other  services.    Some  of  the  advantages 
and  disadvantages  of  these  different  settings  are: 
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a.  EPSDT  Is  directed  at  health 
care,  not  sick  care,  and  should 
therefore  be  separated  from  a 
hospital  or  physician's  office. 
The  focus  of  EPSDT  on  prevention 
and  health  maintenance  argues  for 
separating  the  program  from  fa- 
cilities for  the  sick  and  In- 
jured. 

b.  We  do  not  guarantee  continuity 
of  care  by  simply  having  different 
services  (such  as  screening  and 
treatment)  in  one  location.  More 
than  anything  else,  continuity  of 
care  requires  a  determined  interest 
on  the  part  of  the  health  team  not 
to  "lose"  the  patient.    This  means 
serious  attention  to  such  things 

as  patient  education,  problem- 
oriented  records,  periodic  moni- 
toring (health  maintenance)  and 
co-ordination  of  services.  If 
these  are  achieved,  the  location 
of  the  services  Is  secondary. 

c.  Accessibility  Is  not  so  much 
a  problem  of  single  or  multiple 
locations  as  it  is  a  matter  of 
scheduling  convenient  hours.  If 
there  is  a  parallel  program  of 
baby-sitting  (or  a  kiddie  corral) 
and  transportation,  the  free- 


People  will  have  more  respect  for 
screening  if  they  see  it  being 
done  in  an  accepted  medical  set- 
ting.   EPSDT  should  not  give  the 
appearance  of  a  program  isolated 
from  the  mainstream  of  care.  In 
most  hospitals  and  clinics,  the 
EPSDT  program  can  be  physically 
separated  from  sick-child  services. 

The  concept  of  continuity  of  care 
suggests  that  screening  be  joined 
with  at  least  primary  diagnosis 
and  treatment  (as  the  term  EPSDT 
•connotes).     If  EPSDT  is  free- 
standing, many  children  will  have 
to  be  referred  elsewhere  for  fol- 
lcw-up;  many  families  will iail  to 
keep  the  necessary  appointments; 
and  offices  or  agencies  accepting 
referral  may  not  always  be  co- 
operative or  willing  to  enter 
into  a  referral  network. 


Accessibility  of  services  is  a 
genuine  problem  for  families  with- 
out cares  or  where  public  trans- 
portation is  inadequate  or  costly, 
and  this  problem  is  aggravated  by 
difficulties  in  scheduling  visits 
into  the  parents'  work  schedule. 
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standing  EPSDT  screening  clinic 
can  provide  attractive  access  to 
a  whole  network  of  medical  re- 
sources. 

d>    Use  effectiveness  of  screen- 
ing   programs  most  be  measured  in 
part  by  their  ability  to  reach  out 
and  draw  families  into  an  on-going 
care  system,  rather  than  waiting 
until  e  major  illness  or  Injury 
occurs.    A  mobile  unit  is  an  ex- 
cellent way  to  make  outreach  ef- 
fective, and  is  perhaps  the  only 
effective  way  of  reaching  families 
in  sparsely-populated  areas. 

e.  Screening , done  by  nurses  or 
allied  health  professionals  is 
not  the  same  as  a  physician's 
examination.    We  employ  screen- 
ing to  relieve  the  physician  of 
tasks  that  can  be  performed  by 
less— skilled  persons.    The  phy- 
sician's office  should  there- 
fore be  the  place  to  which  we 
refer  children  for  evaluation, 
diagnosis  or  treatment.  It 
should  not  be  the  place  where 
screening  is  done. 

f .  Portable  or  stationary 


A  single,  multi-service  facility 
is  therefore  preferable. 


Mobile  units  are  generally  too 
small  and  cramped  to  provide  an 
attractive  clinical  setting,  and 
thay  tend  to  give  the  impression 
of  a  temporary,  passing  service 
rather  than  of  an  important  seg- 
ment of  health  care.    With  a 
good  outreach  system,  it  is  more 
effective  to  provide  bus  service 
which  brings  the  family  to  the 
clinic,  rather  than  trying  to 
bring  the  clinic  to  the  family. 

A  significant  part  of  the  EPSDT 
process  is  the  physical  assess- 
ment of  the  child.    If  this  is 
done  by  a  physician,  there  are 
additional  insights  (including 
some  on-the-spot  diagnosis)  from 
which  we  can  benefit,  both  in 
terms  of  quality  of  care  and 
cost. 


Health  departments  have  long 
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programs  set  up  in  store-fronts,  maintained  well-baby  clinics, 

neighborhood  centers,  schools,  and  EPSDT  is  a  natural  extension 

churches,  or  other  places  where  of  those  services  with  which  the 

people  normally  congregate,  have  community  is  already  familiar, 
the  advantage  of  being  in  close 
and  familiar  proximity  to  the 
population  being  served. 

g.    To  be  successful,  EPSDT  needs  An  established  medical  care, 

;an  identity  of  its  own;  it  will  association,  whether  doctor's 

fall  as  an  innovative  program  if  office  or  hospital  clinic,  can 

absorbed  into  existing  clinics  avoid  the  problems  and  suspicions 

or  hospitals.  of  -newness"  that  surround  EPSDT. 

These  different  settings  also  suggest  differing  emphases  on  the  role 
of  the  health  worker.    For  example: 

-o    In  a  free-standing  clinic,  the  health  worker  must  make  every  ef- 
fort to  assure  that  a  child  with  a  positive  ("abnormal")  finding, 
who  has  been  referred  to  a  specialist  or  treatment  center,  will 
in  fact  get  there.    Staff  must  therefore  be  familiar  with  back-up 
services  in  the  community  (transportation,  baby-sitting,  eligibi- 
lity assistance)  as  well  as  with  local  hospitals  and  the  physicians' 
and  dentists'  offices  where  the  children  will  be  referred. 

o    In  a  medical  care  facility  where  the  EPSDT  program  is  included, 
less  emphasis  may  be  necessary  on  follow-up  co-ordination,  since 
many  or  most  of  the  families  will  use  "in-house"  services— i.e. , 
will  be  referred  to  services  within  the  facility.    Instead,  empha- 
sis might  be  on  personalizing  the  EPSDT  program  and  distinguishing 
its  special  role  in  the  total  health  care  process. 

o    The  free-standing  program  may  require  the  health  worker  to  assume 
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a  greater- variety  of  tasks;  for  example,  doing  both  outreach  and 
testing.    In  a  hospital,  on  the  other  hand,  the  "social  service" 
department  may  assume  some  measure  of  outreach,  if  only  to  enroll 
in  EPSDT  those  families  already  using  the  hospital. 

o    If  EPSDT  provides  a  physician's  office  with  its  first  signifi- 
cant experience  with  Medicaid  patients,  training  emphasis  might 
be  on  how  to  make  families  comfortable  who  up  to  then  had  only 
used  public  facilities. 

There  is  still  another  setting,  the  child's  home,  which  may  be  used  in 
conjunction  with  any  of  the  settings  we  have  described.    When  an  out- 
reach worker  visits  a  home  and  begins  to  explain  the  purposes  of  EPSDT, 
that  home  has  become  a  setting  for  the  health  information  and  education 
process  that  is  part  of  EPSDT.    If  the  outreach  worker  uses  the  home 
visit  as  an  opportunity  to  help  the  family  complete  the  health  his- 
tory questionnaire,  we  have  gone  a  step  further  in  transferring  an 
EPSDT  function  from  a  clinical  setting  to  a  child's  home.    And  be- 
cause the  equipment  required  for  EPSDT  is  minimal,  the  full  screening 
process  can  in  fact  be  done  by  a  visiting  health  team.    Public  health 
nurses  have  long  been  involved  in  doing  immunizations,  taking  urine 
and  blood  samples,  and  making  certain  physical  assessments  of  children 
in  the  home.    Eye  charts,  portable  audiometers  for  hearing  tests,  and 
simple  kits  for  developmental  testing,  can  complete  the  screening  pro- 
cedures . 

It  is  difficult  to  make  a  generalization  about  whether  home  screening 
is  economical.    It  will  depend  largely  on  how  close  or  far  apart  the 
homes  are,  and  on  how  many  services  the  team  can  perform  during  each 
visit.    Following  are  some  of  the  advantages  and  disadvantages  of  home 
screening: 


ORGANIZATION 


Advantages  Disadvantages 


Children  and  family  can  be  more 
relaxed  and  comfortable  in  their 
own  home  than  in  a  clinical  set- 
ting. 

If  the  child  is  at  ease,  the 
tests  may  be  easier  to  perform 
and  more  accurate. 

There  is  likely  to  be  less 
feeling  of  time  pressure  on  the 
child  as  well  as  the  health 
worker. 

The  health  worker  has  more  op- 
portunity to  personalize  the 
tests,  observe  and  become  part 
of  the  child's  natural  environ- 
ment.     (This  can  be  particularly 
important  in  developmental 
testing.) 

The  home  setting  lends  itself  to 
having  family  members  help  with  cer- 
tain of  the  tests — one  of  the  best 
health  education  techniques.  Fur- 
thermore, health  education  mes- 
sages may  make  more  of  an  impres- 
sion in  the  home  setting. 


The  home  environment  may  distract 
the  child  from  tests  requiring 
his  attention  or  concentration. 

The  household  location  or  family 
activities  may  produce  noise 
which  makes  hearing  or  other  tests 
difficult. 

Crowded  conditions  may  mean  in- 
sufficient space  for  doing  cer- 
tain tests  properly. 

Friends  or  neighbors  dropping  in 
may  be  distracting,  and  may  pre- 
vent confidentiality.    The  home 
environment  may  be  distracting  to 
the  health  workers,  drawing  away 
chair  attention  and  time  from  the 
testing  process. 

The  family  may  feel  that  the 
health  team  is  intruding  on  the 
privacy  of  their  home.    This  will 
be  particularly  true  if  Medicaid 
families  associate  EPSDT  staff 
with  "welfare  investigators." 
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The  family  is  able  to  avoid 
transportation  and  baby-sitting 
problems. 


Health  education  messages  may  not 
seem  important  outside  a  "clinical' 
setting. 


The  Screening  Clinic 

Depending  upon  its  setting  and  upon  some  of  the  factors  listed  at  the 
beginning  of  this  workbook,  the  screening  clinic  will  include  different 
combinations  of  the  following  services  which  are  basic  to  an  EPSDT  pro- 
gram: 


Case  Finding 
Identification 
Notification 
Transportation 
Baby-sitting 


Screening  Procedures 
Child/Family  History 
Physical  Assessment 
Laboratory  collection 
and  testing 
and  Child  Care  Developmental  testing 
Dental  Screening 
Vision  &  Hearing 
Immunization 
Special  Problems 
Nutritional 
Assessment 


Case  Management 
Intervention  and 

Referral 
Follow-up  , 


Counseling 
Prevention 
Nutrition 
Anticipatory 
Guidance 


A  model  flow  chart  and  sample  staffing  pattern  which  follow  give  some 
idea  of  how  a  screening  center  might  operate.    It  begins  with  an  in- 
formation campaign  in  the  community  which  can  be  accomplished  in  many 
ways: 

Newspaper,  radio  and  television  publicity 
Posters  and  leaflets 

Informational  inserts  with  welfare  checks 
Speakers  at  neighborhood  organization  meetings. 
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In  using  any  of  the  above  methods,  neighborhood  residents  themselves 
should  be  urged  to  participate:  adults  as  members  of  panel  discussions 
on  radio  or  TV;  school  children  to  draw  posters  or  help  to  distribute 
leaflets. 

The  more  direct  door-to-door  outreach  can  be  done  by  EPSDT  staff  mem- 
bers, by  neighborhood  residents  (paid  or  volunteer),  or  by  combined 
teams.    In  addition  to  information  about  the  program,  this  home  visiting 
permits  enrollment  or  registration,  and  a  copy  of  the  health  history 
,  (questionnaire)  can  be  left  with  the  parents,  to  be  completed  and 
brought  along  when  they  go  to  the  screening  clinic.    Because  of  the 
confidential  nature  of  the  questionnaire,  it  is  generally  best  that 
the  neighborhood  workers  not  assist  the  parents  in  completing  it. 
(This  of  course  does  not  apply  to  neighborhood  residents  who  have  gone 
through  an  EPSDT  orientation  and  training  program  and  have  become 
family  health  workers.) 

In  a  screening  clinic  which  operates  less  than  five  days  a  week,  much 
of  the  outreach  should  be  done  by  the  nurse  and  other  health  workers 
who,  in  addition  to  helping  the. parents  complete  the  health  history, 
may  also  complete  one  or  two  other  screening  procedures  in  the  home. 
In  larger,  full-time  screening  clinics,  outreach  may  be  assigned  to 
special  health  workers.    But  even  then,  the  administrator  should  make 
every  effort  to  rotate  all  staff  members  through  the  outreach  function. 

We  have  touched  on  the  issue  of  confidentiality  again  because  the  health 
questionnaire  is  such  a  sensitive  and  significant  entry  point  into  an 
EPSDT  program.    We  have  spoken  of  the  skill  this  requires  on  the  part 
of  the  health  worker.    Some  families  will  need  considerable  help  in 
recollecting  and  bringing  forth  the  family's  health  experience.  Ques- 
tionnaires tend  to  raise  numerous  fantasies  that  people  have  about 
their  health,  and  no  matter  how  familiar  a  person  is  with  testing  or 
check-up  examinations,  health  screening  can  create  worry  and  discomfort. 
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And  as  always,  this  Is  especially  true  where  there  is  a  literacy  or 
language  barrier.    It  needs  to  be  emphasized  again  that  as  important 
as  training  persons  to  perform  the  screening  tests,  is  the  indoctri- 
nation of  screening  straff  into  some  of  the  personal,  cultural  and  social 
characteristics  of  the  groups  being  ser/ed.    The  screening  process 
offers  health  workers  innumerable  opportunities  to  express  their  accep- 
tance of  the  family,  and  their  desire  to  be  supportive.    Health  workers 
must  also  take  advantage,  in  outreach  and  during  the  screening,  of  the 
opportunities  to  describe  the  tests  with  frankness  and  honesty,  and  in 
understandable  terms.    This  openness  will  attract  similar  behavior  on 
the  part  of  the  family,  and  create  an  environment  in  which  questions 
and  answers  may  be  freely  exchanged. 

A  sample  or  model  staffing  pattern  and  some  task  assignments  are: 


Staff  and  Station 


Duties 


Director- 


General  administrative  and  fiscal 
responsibilities 


Secretary 


Customary  office  tasks  (may  also 
share  duties  with  Receptionist) 


Health  Services  Co-ordlnator 


Responsible  for  direct  services 
supervision  of  staff,  and 
co-ordination  of  training 


Station  1 


Receptionist 


-  Intake  procedures 

-  Billing 

-Telephone  follow-up  for  missed 


appointments 
-  Record-keeping 

-Completion  of  health  history  with 


family  if  not  previously  done 


Station  2 


Health  Worker 

Station  3 
Health  Worker 

Station  4 
Health  Worker 

Station  5 

1 

Health  Worker 

Station  6 

Lab  Technician 

Station  7 

Hurse    (Attendance  of  a  physi- 
cian at  this  station  may  de- 
pend on  whether  the  nurse  is 
a  Pediatric  Nurse  Practitioner) 

Station  8 

Hurse  or  physician  or  health 
worker  or  any  combination 
of  them 

Family  returns  to: 
Section  1 
Receptionist 

Driver 


-  Older  children:  height  and  weight 

vision  tests 

-  Infants:  height  and  weight, 

growth  assessment,  vital  signs 

-  Audiometry 

-  Developmental  testing 

-  Urine  and  blood  tests 

-  Unclothed  examination  of  child 

(physical,  dental  and  growth 
assessment) 


-  Closing  interview 


-  Assistance  in  making  referral 

appointments;  schedules  next 
periodic  screening 

-  Takes  family  home  if  necessary; 

responsible  for  maintenance 
and  obtaining  supplies  for  use 
in  the  EPSDT  Program 
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The  number  of  health  workers  required  for  Stations  2  through  6  might 
actually  be  as  few  as  two,  depending  mostly  on  the  number  of  children 
being  screened,  but  also  on  the  particular  test  procedures  adopted  by 
the  program.    Thus,  for  sample,  some  programs  may  want  to  assign  a 
health  worker  full-time  to  audiometry;  some  programs  may  institute 
very  sophisticated  developmental  testing  procedures  requiring  a  health 
worker  with  additional  training  in  that  area;  some  will  want  to  focus 
health  information  and  education  at  Station  8  during  a  review  with  the 
parents,  while  other  programs  may  see  this  as  a  function  best  performed 
incidentally  and  Informally  at  the  other  stations. 

The  order  of  flow  through  the  stations  need  not  be  fixed.    It  should  be 
flexible  enough,  for  example,  so  that  a  family  is  not  waiting  in  line 
at  Station  2  while  the  health  worker  at  Station  3  is  unoccupied. 

The  Receptionist  and  Secretary  may  share  certain  functions,  such  as  ap- 
pointment-making or  appointment  follow-up,  and  billing.    In  some  states, 
EPSDT  billing  forms  will  be  simple  adaptations  of  the  existing  Medicaid 
procedures;  in  others,  a  special  procedure  may  be  used.  Non-Medicaid 
families  are  likely  to  be  charged  on  a  sliding  scale  basis. 

Children  with  normal  findings  should  be  listed  in  a  reminder  file  or 
similar  record,  so  that  they  will  be  notified  when  they  should  return 
for  a  new  screening.    This  periodic  scheduling  depends  on  the  age  of 
the  child,  and  on  the  guidelines  of  the  American  Academy  of  Pediatrics 
or  those  established  by  the  local  progr£m's  medical  staff  or  by  state 
regulation. 

Children  with  abnormal  findings  are  referred  to  a  specialist  such  as  a 
pediatrician  or  ophthalmologist  for  further  evaluation,  and  for  diag- 
nosis and  treatment.    Where  the  EPSDT  staff  notes  problems  affecting 
the  environment  of  the  child,  the  parents  may  be  referred  to  agencies 
which  can  provide  the  necessary  social  cr  "protective"  services. 
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Children  referred  for  follow-up  diagnosis  or  treatment  are  also  listed 
in  the  reminder  file  for  periodic  screening.    Charts  should  be  color- 
coded  for  referrals,  with  alphabetical  cross-reference  and  a  log  of 
all  referrals  initiated. 

If  the  Receptionist  is  unable  to  re-appoint  a  child  with  a  missed  ap- 
pointment, the  family  should  be  visited,  preferably  by  the  same  staff 
member  who  took  the  family  history. 

Finally,  it  should  be  noted  that  this  staffing  model  has  not  provided 
for  the  tending  of  children  while  their  siblings  are  being  screened. 
This  can  generally  be  staffed  by  volunteers  who,  if  properly  oriented 
and  trained,  can  use  this  opportunity  to  gain  some  general  insights 
about  the  family.  ' 

KPSDT  Services  and  Resources  Chart 

The  accompanying  chart  is  designed  to  help  us  visually  understand  the 
relationship  of  services  centered  around  EPSDT.    The  chart  serves 
several  purposes.    It  can: 

o    Help  us  analyze  the  service  needs  in  the  community 

o    Offer  suggestions  as  to  the  types  of  services  and  resources 
that  can  meet  those  needs 

o    Identify  service  links  that  should  exist  among  providers 

o    Point  out  where  those  links  need  to  be  strengthened  or  added. 

The  chart  breaks  down  by  types  of  services  the  resources  that  might  be 
available  in  a  community  for  referral,  diagnosis  and  treatment.  Not 
all  of  the  resources  listed  may  actually  be  found  in  your  community. 
Or  your  screening  program  may  not  need  to  make  arrangements  to  refer 
children  to  each  of  the  resources  listed.    What  is  important  is  that  a 
screening  clinic  make  arrangements  for  referral  with  enough  providers 
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ao  that  children  needing  diagnosis  and  treatment  can  receive  them. 


(1)  Basic  diagnostic  and 
treatment  services 


This  list  can  help  us  see  where 
our  program  and  services  fit  in 
with  those  of  other  providers. 


(2)    Protective  services 


These  are  the  services  which  can 
improve  the  child's  environment, 
and  in  turn  his  or  her  health. 


(3)    Supportive  services 


These  services  provide  a  means 
rather  than  an  end.    They  help 
make  it  possible  for  families 
to  receive  the  other  services. 


4.    Special  Population  Characteristics 

We  have  mentioned  briefly  how  the  organization  and  scope  of  EPSDT  ser- 
vices axe  affected  by: 

o    Other  health  resources  available  in  the  community  (such  as  a 
school  vision  testing  program) . 

o    Geography.    The  special  transportation- requirements  of  a  rural 
area,  or  the  problem  of  exposure  to  agricultural  chemicals.  In 
the  central  cities,  the  problems  cf  exposure  to  air  or  noise 
pollution,  lead,  rats,  or  the  more  generalized  problem  of 
crowding. 

o    Diseases  such  as  sickle  cell  anemia  which  are  dominant  in  a 
particular  ethnic  group. 


But  there  are  other  population  characteristics  that  need  to  be  con- 
sidered as  EPSDT  programs  serve  Mexican-American,  Puerto  Rican,  Black, 
Asian,  Bative  American  and  other  groups.     For  example,  there  is  the 
problem  of  language  barriers.    This  obviously  calls  for  staffing  with 
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bi-lingual  personnel  wherever  possible,  and  making  certain  that  ques- 
tionnaires, posters,  sighs  and  correspondence  not  be  limited  to 
English.  Of  equal  importance,  however,  is  that  the  staff  be  sensitive 
to  the  many  cultural  attitudes  towards  health,  and  understand  that  these 
attitudes  are  often  rooted  in  a  folk  medicine  which  is  sophisticated, 
and  that  can  often  be  supportive  of  both  the  patient  and  of  "modem" 
medicine.    In  most  cases  the  EPSDT  program  will  not  be  able  to  forge 
significant  links  with  faith  healers,  herbalists,  medicine  men  or  other 
practitioners  of  folk  medicine,  but  the  program  can  accomodate  itself 
to  many  of  these  folk  values  just  as  it  does  to  the  tenets  of  "estab- 
lished" religious  faiths. 

There  is  no  question  that  a  program  serving  a  particular  population 
group  should  draw  staff  from  among  that  group;  the  advantages  of  the 
"indigenous"  health  worker  should  be  obvious,  and  are  touched  upon 
elsewhere  in  this  guide.    But  it  should  be  equally  obvious  that  a 
health  worker  may  speak  the  same  language  or  have  the  same  skin  tone 
as  the  patient  and  yet  be  insensitive  or  unsympathetic  to  cultural 
attitudes.    Being  "indigenous"  does  not  automatically  insure  the 
caring  skills  required  for  a  successful  health  program.    But  with  a 
training  design  that  allows  for  an  exchange  of  learning  and  experience 
between  trainer  and  trainee  (regardless  of  either's  ethnic  background), 
the  result  will  be  to  produce  a  most  effective  family  health  worker. 

There  is  another  population  to  consider  in  cultural  terms:  the  Medi- 
caid client  group  that  EPSDT  presently  serves,  and  that  cuts  across 
all  ethnic  backgrounds. 

~ "Welfare"  families,  whose  lives  have  been  largely  characterized  by 
deprivation  and  dependency,  may  have  life  styles  and  social  arrange- 
ments different  from  those  of  the  EPSDT  staff.    Where  this  is  the 
case,  the  staff  must  be  helped  to  develop  objective  yet  sympathetic 
insights  into  those  differences. 
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Among  the  insights  that  need  to  become  part  of  the  EPSDT  program  staff 
is  the  reality  that  a  fair  number  of  welfare  and  Medicaid  beneficiaries 
are  in  that  position  through  no  fault  of  their  own.    This  is  a  very 
hard  notion  for  almost-poor,  hard-working  employed  persons  to  accept. 
It  Is  equally  unacceptable  to  certain  health  care  providers,  who  tend 
to  think  of  the  medically  indigent  or  dependent  as  "free- loaders." 
This  is  reinforced  by  shrill  reporting  about  the  "welfare  mess,"  and 
we  need  to  remind  ourselves  that  program  abuses  are  never  the  sole 
province  of  the  beneficiary;  they  exist  among  provider  groups  as  well. 

Some  Medicaid  beneficiaries  will  associate  EPSDT  with  negative  or  un- 
satisfactory experiences  they  have  had  with  health  agencies.  EPSDT 
staff  oust  understand  an  environment  in  which  medical  care  has  been 
chancy,  with  gaps  and  lacks  in  services,  with  sometimes  hostile  pro- 
vider attitudes  pointing  to  recipients  who  are  unable  to  work  as 
worthless  or  cheating,  and  with  eligibility  so  antagonistically 
structured  that  the  most  motivated  family  may  feel  that  the  services 
gained  are  not  worth  the  effort.    Many  welfare  policies  have  tended 
to  demoralize  families.    Intelligent  outreach,  clearly  designed  to 
find,  and  correct  the  health  problems  of  children,  and  offering  services 
in  a  neutral  but  enlightened  atmosphere,  can  give  "welfare"  a  very 
different  aspect.    The  search  is  for  some  kind  of  family  assistance 
that  will  not  stigmatize  the  individual,  that  sees  health  maintenance 
as  an  Incentive  to  become  independent,  restore  work  capability  and 
provide  a  sense  of  human  dignity  and  worthiness. 

The  relationship  between  health  practices  on  the  one  hand  and  illness 
(or  morbidity)  and  life  span  (or  mortality)  on  the  other  has  long 
been  established.     So  have  the  relationships  between  health  and 
socio/economlc/psychological  conditions.    Thus  there  are  certain  fa- 
mily health  problems  that  merit  special  attention  simply  because  they 
follow  poverty.    Crowding,  insecurity,  the  need  to  "work  the  system," 
are  just  some  of  these  problems  which  must  be  openly  and  thoroughly 
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discussed  by  EPSDT  staff.    Biases  and  feelings  of  hostility  should  be 
uncovered,  and  stereotypes  explored— for    example,  that  "sympathetic 
help  coddles  welfare  patients  and  fosters  dependency,"  or  the  "mink- 
in-the-closet  welfare  nether  who  parks  her  Cadillac  around  the  cor- 
ner while  she  trails  into  the  welfare  office  with  ill-clothed,  hungry 
looking  children,  to  lie  her  way  onto  the  welfare  rolls."    Staff  mem- 
bers of  the  Medicaid  population  can  contribute  knowledgeably  to  these 
discussions  and  help  dissipate  the  stereotypes.    Objectivity  grows 
from  good  training,  good  supervision,  and  the  clarification  of  feelings. 

The  Medicaid  population  is,  of  course,  not  made  up  entirely  of  welfare 
'  recipients.    There  are  many  employed  persons  who  are  able  to  meet  all 
of  lifefs  necessities  except  medical  care,  and  whose  only  welfare  as- 
sistance is  the  payment  of  medical  bills  through  Medicaid.    These  fa- 
milies may  be  close  to,  or  even  below,  the  poverty  level,  and  the  fact 
that  they  have  taken  the  trouble  to  enroll  in    Medicaid  should  be  an 
indication  of  a  sensible  attitude  towards  health  maintenance. 

We  haare  titled  the  accompanying  chart  Population  Characteristics  and 
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Bilingual  health 
hlatory  and  forme 
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and/or  formal 
may  not  give 
objectionable 
teete 


May 
bilingual 
personnel 


Hay  need  to 
sensitize  Staff 
•bout  difference* 
and  acceptance  of 
other  people 
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Needs.    It  should  help  you: 

o    Review  special  conditions  in  your  community  that  may  affect  the 
EPSDT  program 

o    Determine  the  quality  and  status  of  services  to  meet  those 
special  conditions 

o    Decide  what  steps  can  be  taken  to  Improve  conditions,  or  accomo- 
date our  services  to  them. 

The  chart  outlines  some  of  the  possible  special  characteristics  and  how 
programs  might  accomodate  to  them.    For  example,  if  transportation 
is  not  easily  available  or  is  inadequate,  the  program  will  either  have 
to  provide  this  service  itself,  or  else  make  appropriate  arrangements 
with  other  groups  or  agencies.    Special  schedules  for  clinics  may  be 
needed  and  a  driver  might  be  hired.    If  there  are  different  languages 
spoken  in  the  community,  the  program  may  need  bi-lingual  personnel, 
bi- lingual  health  histories,  and  may  need  to  sensitize  the  personnel 
to  the  cultural  differences. 

EPSDT,  Medicaid,  and  the  Doctor's  Office 

Whatever  the  previous  experience  of  the  private  physician  or  of  the 
family  with  Medicaid,  the  doctor's  office  may  provide  a  mutually  at- 
tractive setting  for  EPSDT. 

For  the  doctor  there  is  the  challenge  involved  in  seeing  people  when 
they  are  well,  and  keeping  them  that  way  as  long  as  possible.    There  is 
the  expanded  opportunity  to  deal  with  the  "whole"  patient  in  his  total 
family  situation — a  chance  to  apply  a  range  of  special,  family-centered 
diagnostic  skills.    Adverse  experience  with  public  agencies  may  in- 
cline some  families  towards  the  private  physician's  office,  but  they 
must  be  convinced  that  they  will  find  willing  ears  and  a  friendly 
environment  In  that  office. 
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This  In  turn  means  that  the  physician  may  have  to  establish  a  new 
type  of  office  regime,  with  staff  that  are  community-connected  or 
Interested,  and  that  are  multi-skilled  with  the  social  and  emotional 
insights  about  which:  we  have  spoken.    Ideally,  EPSDT  outreach  and  pub- 
lic information  efforts  should  promote  access  to  both  private  and  pub- 
lic settings,  helping  to  do  away  with  the  welfare  stereotype  of  the 
public  clinic  as  well  as  of  the  private  physician  who  does  not  want 
Medicaid  patients  "dirtying  up  his  office."    Joint  training  programs 
are  also  a  possiblity,  with  private  office  and  public  clinic  staffs 

each  spending  a  little  work-training  time  in  the  other's  facility. 

i 

5.  Exercises 

a.  Complete  a  "Flow  Chart"  of  your  EPSDT  program. 

b.  (1)    Fill  in  the  attached  "EPSDT  Services  and  Resources  Form" 
with  the  names,  locations  and  hours  available  for  the  providers 
In  your  community  to  whom  you  refer  patients. 

(2)  Where  there  are  blanks,  discuss  with  your  trainer  and  fel- 
low trainees  why  these  blanks  exist. 

(3)  Refer  back  to  the  chart  on  page       to  see  whether  there 
are  other  possible  resources  with  which  your  program  could  make 
arrangements  for  referral. 

c.  (1)    Fill  in  the  attached  "Population  Characteristics  and  Needs 
Chart"  showing  the  changes  and  accomodations  that  have  been 
made  in  your  program  because  of  the  needs  of  the  population  you 
serve. 

(2)  Take  another  look  at  the  chart  to  see  whether  there  are 
additional  changes  you  would  recommend  your  program  to  make. 


Exercise  b  (1) 

EPSDT  SERVICES  AND  RESOURCES 
BASIC  DIAGNOSTIC  AND  TREATMENT  SERVICES 

Hours 

Type  "  Name  of  Provider  Location  Available 

Laboratory  '  

General  Medicine   

or  pediatrics 

Hearing   

Vision   

Heart   

Ear,  nose  and   

throat 

Gynecology  i  

Orthopedics  ________________________________________ 

Dental   

Nutrition   '   

Speech  and  '  

language 

Mental  health   

Education  and  "  _  

counseling 
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Exercise  b  (1) 


Welfare 


EPSDT  SERVICES  AND  RESOURCES 
PROTECTIVE  AND  SUPPORTIVE  SERVICES 


Hame  of  provider 


Location 


Hours 
Available 


Legal  Aid 

Housing 

Employment, 


Services  for  the 
handicapped 

Family  planning 

Transportation 

Information  and 
referral 

Education 
Outreach 
Day  care 
Counseling 
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Health  attitude* 
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III.  CASEFINDING — OUTREACH 

Casefinding  is  a  terra  which  was  probably  first  used  in  the  field  of 
epidemiology  where  persons  who  might  be  sources  or  carriers  of  infec- 
tion had  to  be  located  in  order  to  control  the  spread  of  communicable 
disease-     But  where  the  term  is  used  in  this  guide,  casefinding  is  a 
method  for  identifying  and  notifying  those  persons  who  are  eligible 
for  or  need  certain  types  of  health  services,  and  encouraging  and 
assisting  them  to  receive  those  services.    Casefinding  is     crion  help, 
and  is  sometimes  called  "outreach." 

■ 


I 
i 


; 
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Shared  Resources 


Casefinding  or  outreach  in  EPSDT  programs  will  not  always  be  done  by 
the  community  health. worker  or  other  staff  members,  because  it  adds 
to  the  expense  of  the  program,  and  many  states  do  not  provide  reim- 
bursement for  this  activity.     It  is  therefore  not  only  advisable, 
but  often  necessary,  to  develop  arrangements  for  outreach  with  ap- 
propriate social  service  agencies.    For  example,  social  service  staffs 
of  welfare  departments  may  be  responsible  for  outreach,  and  staff  in- 
volved in  the  EPSDT  program  might  assist  the  social  service  workers 
by  orienting  them  to  the  goals  and  procedures  of  the  program.  This 
type  of  close  partnership  between  EPSDT  and  welfare  agency  staffs 
extends  also  to  case  management,  and  will  be  touched  upon  again  in 
the  manual  on  that  subject. 

Importance  of  Casefinding 

Casefinding  is  particularly  important  in  EPSDT  because  the  program  is 
relatively  new  and  needs  to  become  known.     It  is  urgent  because  the 
Medicaid  population — the  population  most  affected  by  EPSDT — has  felt 
unwanted  in  the  area  of  quality  medical  care;  and  in  the  process  of 
casefinding,  the  outreach  worker  informs  people  about  EPSDT  and  helps 
explain  its  importance  as  preventive  care. 

If  we  were  to  compare  the  number  of  people  eligible  for  EPSDT  with 
those  who  have  actually  participated  in  the  program,  the  under-utili- 
zation  would  be  apparent.    One  explanation  for  this — mentioned  in 
the  EPSDT  guidelines — is  the  suspicion  and  fear  which  needs  to  be 
overcome  "through  the  use  of  casefinding  techniques  and  personal 
contacts."    Other  reasons  for  low  participation  include: 

o    Not  understanding  what  EPSDT  is 
o    Unclear  information 

o    Not  clearly  stated  what  the  progr«im  Wxj.x  ^.wcomplish 
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o    Time  and  place  are  not  clear 

o    Not  clear  whether  or  not  the  services  are  free 
o    Not  clear  as  to  who  qualifies 

o    Not  very  eye-catching:  it  is  just  "one  more  program" 

o    Participants  don't  know  "what  will  happen  to  them" 

o    Not  clear  why  a  child  should  be  "taken  to  a  doctor"  when  he 

or  she  is  not  sick 
o    Most  tax-supported  programs  are  viewed  by  the  poor  with  sus- 
picion and  distrust 
o    Up  to  now,  most  casefinding  has  been  done  by  letter,  with  re- 
cipients viewing  the  check-stuff ers  (leaflets)  as  just  one  more 

piece  of  paper  dreamed  up  by  the  bureaucracy 

  i 

o    EPSDT  mailings  get  lost  among  other  similar  papers 

o    Services  not  easily  available  or  accessible. 


Goals 


The  EPSDT  casefinding  process  offers  the  opportunity  to  achieve 
several  goals:  information  dissemination  and  gathering,  program  pro- 
motion, education  and  self-help. 

We  have  already  mentioned  information.    Potential  users  of  the  pro- 
gram need  to  know  about  the  services  it  offers  and  its  important  role 
in  prevention  and  health  maintenance.    Naturally,  you  will  find  that 
there  is  much  more  you  will  want  to  tell  people  about  the  program; 
for  example,  that  it  is  free  of  charge  to  those  who  are  eligible,  and 
where  and  when  the  services  are  being  provided.    Whatever  methods  you 
use,  casefinding  needs  to  be  accompanied  by  an  informational  and  pro- 
motional campaign  that  will  alert  the  entire  community  to  your  efforts. 

As  you  provide  information,  you  will  also  have  the  opportunity  to  begin 
the  process  of  health  education.     In  addition  to  explaining  the  role 
of  screening  as  a  convenient  and  effective  -ay  of  prci^c1- Lng  good  health 
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your  program  may'  require  emphasis  on  a  particular  problem  or  a  special 
service,  such  as  fluoridation  of  teeth,  sickle  cell  anemia,  or  immu- 
nization up-dating. 

When  you  are  able  to  do  outreach  on  a  direct,  person-to-person  basis, 
you  will  have  the  added  advantage  of  "feedback"— being  able  to  see 
and  listen  to  the  family's  response,  and  being  able  to  gather  infor- 
mation.   This  information  might  be  about  the  family  itself  and  might 
be  part  of  a  questionnaire  included  in  the  outreach  visit,  or  it 
might  be  more  general  information  about  the  environment:  the  atmos- 
phere of  the  neighborhood,  the  condition  of  the  housing,  possible 
dangers  of  lead  poisoning,  and  so  on. 

This  information-gathering  will  not  only  make  you  a  more  effective 
health  worker  and  more  understanding  of  the  problems  in  the  community, 
but  will  also  help  your  program  adapt  and  respond  to  the  particular 
needs  of  the  people  you  are  serving. 


We  also  mentioned  the  goal  of  self-help  on  the  part  of  the  partici- 
pants.   This  is  part  of  the  whole  health  education  process.     Once  a 
parent  understands  the  importance  of  the  various  tests  and  learns 
to  identify  certain  behaviors  which  may  indicate  the  beginning  of  a 
problem  for  the  child,  the  next  step  is  for  the  parent  to  know  what 
action  to  take,  what  preventive  measures  to  use,  or  what  agency  or 
clinic  to  call  upon  for  services.     For  example,  a  child  who  turns  up 
the  radio  or  TV  to  a  very  high  volume  may,  in  fact,  be  developing  a 
hearing  problem,  and  should  be  taken  for  a  hearing  test  before  the 
problem  gets  too  serious. 


Basic  Principles 

i 


The  principles  and  content  of  casefinding  are  similar  to  those  used 

i 

in  any  initial  encounLe*;  between  a  =„mi3y  z.ud  a  health  worker.  Training 
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for  this  function  includes: 

o    Gaining  a  general  knowledge  of  the  community 
o    How  to  read  maps  and  locate  addresses 

o    How  to  locate  families  that  have  moved  from  a  particular 
house  or  neighborhood 

o    How  to  make  a  first  visit,  especially  where  there  has  been 
no  previous  appointment 

o    How  to  introduce  oneself  and  the  screening  agency 

o    How  to  state  the  purpose  of  the  visit. 

These,  of  course,  are  part  of  the  broader  objective  to  develop  com- 
munication skills,  and  to  learn  how  to  conduct  interviews  so  that  the 
family  has  sufficient  time  and  opportunity  to  ask  questions,  express 
fears  or  dislikes,  and  make  comments. 

Methods 

Following  is  a  typical  list  of  tasks  for  the  worker  doing  casefinding 
or  outreach: 

o    Locate  and  contact  individuals  and  families 

o    Give  specific  information  about  the  program  and  other  related 
services 

o    Ask  questions  and  listen  to  the  family  in  order  to  obtain  ne- 
cessary information  about  health  conditions  and  problems 

o    Identify  attitudes  and  cultural  or  other  barriers  that  might 
prevent  the  family  from  using  EPSDT  or  related  services 

o    Discuss  health  problems  of  concern  to  the  family 

o    Coach  the  family  in  terms  of  starting  a  course  of  action 

around  prevention,  control  and  remedy  of  problem  situations 
I  —  .  -CONTINUE  


-65- 


 CONTINUED  1  — — — 

o  Where  problems  suggest  the  possibility  of  an  immediate  solu- 
tion, refer  the  family  to  the  appropriate  service  or  agency, 
and  help  make  any  necessary  appointments 

o    Observe  behaviors  which  will  help  the  family  and  the  program 
staff  develop  an  early  awareness  of  the  family  conditions 
and  needs 

o    Interpret  and  explain  any  instructions,  messages  or  other  in- 
formation which  will  make  it  possible  for  the  family  to  un- 
derstand, have  access  to,  and  make  use  of  the  EPSDT  program 
services. 


Door-to-door  visiting  is  undoubtedly  the  most  productive  form  of 
casefinding.     But  there  are  several  difficulties  with  this  method, 
some  of  them  economic.     If  the  eligible  (Medicaid)  families  are 
widely  dispersed,  transportation  and  the  time  involved  for  the  out- 
reach staxf  may  be  a  problem.     In  some  central  areas  tne  design 
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of  the  buildings  and  the  level  of  crime  may  pose  difficulties.  Team 
outreach  may  be  helpful  here,  particularly  if  one  member  of  the  team 
is  a  representative  from  a  community-based  organization.     Further,  the 
teams  might  work  from  a  chauffered  car  so  that  the  driver  can  park 
close  to  the  building  entrance,  keep  an  eye  on  the  car,  and  be  of 
help  both  if  a  situation  requires  immediate  referral  and  if  the  out- 
reach team  is  subjected  to  some  harassment. 

A  door-to-door  visiting  program  should  be  preceded  by  an  informational 
and  promotional  campaign  which  includes  the  information  that  health 
workers  will  be  making  home  visits  in  the  neighborhood  for  EPSDT. 
Wherever  possible,  the  visits  should  be  made  by  appointment;  many 
families  will  have  telephones. 

When  doing  door-to-door  campaigning,  the  outreach  workers  should  be 
prepared  to  refer  all  families  after  explaining  the  benefits  of  the 
program.     If  the  family  is  not  on  Medicaid  but  appears  eligible,  the 
outreach  worker  might  suggest  visiting  the  local  welfare  office  to 
check  out  whether  or  not  the  family  is  indeed  eligible  for  Medicaid. 
The  outreach  worker  might  also  refer  non-Medicaid  families  to  other 
agencies  or  clinics  that  provide  services  to  low-income  families 
free  of  charge,  or  at  a  minimal  fee. 

i 

A  fairly  innovative  method  for  successful  casefinding  will  result  if 
EPSDT  staff  roles  are  made  interchangeable.     Early  in  the  program, 
staff  members — doctors,  nurses,  everyone — should  be  rotated  through 
the  casefinding  function  so  that  professional  as  well  as  paraprofes- 
sional  understands  what  outreach  can  and  really  should  be.     This  will 
enable  staff  members  to  learn  directly  about  the  needs  and  desires 
of  the  -families  to  be  served.     Personal  contacts  of  this  kind  can  do 
much  to  break  down  barriers,  motivate  the  family  to  enter  and  re- 
Bain  in  the  EPSDT  program,  and  result  in  a  level  of  care  which  is  of 
higher  quality  and  more  satisfying  tot  the  EPSDT  staff. 
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Furthermore,  when  managers,  trainers  and  supervisors  have  this  kind 
of  practical  experience  outside  the  walls  of  the  program,  both  the 
training-  and  services  stand  a  better  chance  of  being  relevant  to  the 
real  world.    Tims,  while  all  staff  members  are  learning  more  about  at- 
titudes, and  needs,  program  managers  can  make  necessary  modifications 
in  service  and  help  mobilize  community  resources  in  support  of  EPSDT 
ob  j  ectives . 

f 

Distribution  of  flyers  or  pamphlets  can  be  used  instead  of,  or  in 
addition  to,  home  visits.     This  distribution  can  be  door-to-door,  or 
the  flyers  may  he  left  at  natural  places  of  congregation:  schools, 
churches,  clubs,  stores,  or  other  places  in  the  neighborhood  where  we 
know  the  parents  or  children  are  likely  to  go.    A  flyer  would  con- 
tain information  such  as  what  services  are  to  be  given,  who  qualifies, 
cost  far  non-eligible  children,  and  the  place,  date  and  time  of  test- 
ing.    Haturally,  more  information  can  be  included,  but  in  so  doing, 
there  is.  always  the  risk  that  people  will  not  bother  to  read  the  flyer 
at  all.    And  of  course  if  the  neighborhood  is  bi-lingual,  the  flyers 
should  he  as  well.     (See  page  69  for  a  sample  flyer.) 

- 

Contact  could  be  made  with  the  media — newspapers,  radio,  TV — which  will 
often  provide  space  or  time  free  of  charge  as  a  public  service.  Many 
areas  have  newspapers  or  radio  and  television  programs  directed  to 
language  or  ethnic  groups,  and  these  media  often  welcome  interviews 
and  human  interest  stories  that  programs  such  as  EPSDT  can  offer.  You 
will  want  to  find  out  which  papers  are  most  popular  in  the  neighbor- 
hood, what  radio  programs  are  most  listened  to,  and  what  are  the  best 
times  to  have  your  message  broadcast. 

Working  with  schools,  community  groups,  PTA's,.  churches,  ethnic  groups, 
and  the  like,  can  also  be  very  profitable  in  casefinding.    These  or- 
ganizations not  only  are  able  tc  reach  large  numbers  of  people  at  one 
ti»«e4  *rr-r  t**-vj  c_re  likely  to  have  a«  -arious  interest  in  services  for 
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~)a  new  FREE  Benefit 
MEDI-SCREEN 


FREE  HEALTH  CHECK-UP  FOR  CHILDREN 
AND  YOUNG  PEOPLE 


Medi-Screen  la  *  more  convenient  name  for  "Early  &  Periodic  Diagnostic  Screening  and 
Treatment  Program."    It  is  part  of  a  federal  program  for  AFDC  children,  intended  to 
provide  for  early  detection  and  correction  of  medical  problems  which  might  otherwise 
go  uncared  for. 

The  Department  of  Social  Services  has  made  arrangements  for  AFDC  children  and  young 
people  (under  ZL)  to  receive  free  Medi-Screen  checkups.    A  Medi-Screen  checkup  includes: 

1.  A  aedical  history 

2.  A  complete  physical  examination,  including  evaluation  of  development 

3.  Vision  an<i  hearing  tests 

4.  Dental  examination 

5.  Hood  and  urine  tests 

6.  Sickle  cell  and  venereal  disease  testing,  when  appropriate 

7.  Issatinirations 

8.  Referral  to  further  diagnosis  and  treatment 

(IMPORTANT  NOTE:     Children  found  to  have  medical,  dental  or  visual  problems  will 
be  referred  to  places  which  will  accept  Medi-Cal  cards  and  will  take  the  patients 
referred  to  them.    A  referral  slip  from  the  Medi-Screen  program  is  the  "same  as  a 
"prior  suthoriration"  and  takes  the  place  of  a  MED I  sticker.) 

Ho  Medi-Cal  stickers  sre  required  for  this  checkup,  but  each  child's  Medi-Cal  card  must 
presented. 


« 


movable  Medi-Screen  clinic  will  be  set  up  in  different  locations  throughout  the  County 
on  various  dates.    The  complete  Medi-Screen  checkup  will  be  given  to  each  child  on  this 
convenient,  "one  stop"  basts.    The  next  clinic  will  be  open: 

Sst.  &  Sun.,  Joly  13  &  14:  East  Valley  Health  Center 

9-12  AJt.        1-5  P.M.  1989  McKee  Road,  San  Jose 

To  arrange  a  Medi-Screen  checkup  for  a  child  or  young  person,  fill  out  the  form  below 
and  aend  before  July  9.  1974. 

Medi-Screen 

35  Vest  Younger  Avenue 

S«n  Jose,  California  95114 
»  .  .  _Phone _299-2 155  if  jnore  information  is_required  or_you_need  help_with  transportation. 


The  following  children  will  take  the  MEDI-SCREEN  Health  Review: 
First  Names  Age 


Print  Family  Nome>:_ 
Address:  


s 


•014 


Wc  will  come  on  Saturday.  July  13     A&Q  PMQ 
Sunday.    July  14     AAC  PMQ 
We  want  information  on  future  MEDI-SCREEN  dates. 
Our  usual  place  for  health  care  is  


Wc  prefer  a  later  date 

Date  of  last  checkup  

Phone  N  urn  be-  

- 


Signature  of  Paranf  or  Guardian 

Wc  will  need  help  with  transportation:   /  7 


J  un  nuevo  beneficio  GRATIS. . . 

MEDI-SCREEN 

EXAMEN  MEDICO  GRATIS  PARA  NINOS  Y  JOVENES 


Medi-Screen  es  un  nombre  mas  facil  para  un  programs  diagnostico  para  el  descubrimiento 
y  tratamiento  temprano  de  enfermedade3  y  otros  problemas  de  salud  en  ninos.     Es  parte 
de  un  programs  del  goblerno  federal  para  los  ninos  en  AFDC  (Ayuda  para  Familias  con 
Ninos  Dependientes) ,  y  tiene  el  proposito  de  descubrir  tenprano,  y  corregir,  problemas 
medicos  que  pueden  empeorar  sin  tratamiento. 

El  Departamento  de  Servicios  Sociales  ha  arreglado  exa'menes  Medi-Screen  gratis  para  cada 
aiSo  y  joven  en  AFDC  menor  de  21  anos.     Los  examenes  incluyen: 

1.  La  historia  medica  del  paciente 

2.  Examen  fisico  total,  inclusive  examen  del  desarollo  mental 

3.  Examen  de  ojos  y  oidos 

4.  Examen  dental 

5.  Pruebas  de  sangre  y  orina 

6.  Pruebas  especiales  para  la  anemia  "sickle-cell",  y  de  enfermedades  venereas 

7.  Vacunas ,  cuando  se  necesiten 

8.  Cartas  de  referenda  a  un  lugar  en  donde  se  puedan  conseguir  maa  diagnosticos 
y  tratamientos ,  cuando  sea  necesarlo. 

FIJESE  BIEN:     Los  ninos  que  tengan  problemas  medicos,  dentales  o  visuales  se  mandaran 
m  iugares  que  aceptan  la  tarjeta  Medi-Cal  y  que  aceptaran  a  los  pacientes  mandados. 
Las  cartas  de  referenda  del  Medi-Screen  sirven  de  "autor izacion  de  antemano"  y  se  usa  en 
vet  de  un  cupon  "MEDI." 


o^fe  necesitan  cuoones  para  este  examen,  pero  si  hay  que  presentar  la  tarjeta  Medi-Cal 


de' 


lino  o  joven. 


La  clinica  Medi-Screen  estara  en  varios  Iugares  j>or  todo  el  condado,  en  ciertos  dias. 
Todos  los  examenes  mencionados  se  haran  en  el  mismo  lugar,  el  mismo  dia,  sin  que  los 
pacientes  tengan  que  ir  de  un  lugar  a  otro.     La  proxima  clinica  es: 

Sabado  y  domingo,  el  13  y  14  julio 
9-12  a. a.  1-5  p.m. 


Salt  Valley  Health  Center 
1989  McKee  Road,  San  Jose 


Para/  arreglar  un  exa'men  Medi-Screen  para  sua  ninos  o  Jovenes,  llene  la  solicitud 
aqui  aba  jo  y  maadela  antes  de  9  -julio  a: 

Medi-Screen 

55  West  Younger  Avenue 

San  Jose,  California  95114 
Hable  a  299-2155  si  necesita  mas  informacion  o  si  necesita  ayuda  con  transportacion. 


Los  algulenCes  nioos  desean  asLscir  a  la  clinica  Medi-Screea: 


■ombre 


tdmd 


lllda: 
eciot' 


Te lata no: 


Quereaoe  venlr  el  sabado  13  Julio  am/  J  PM/  7 
Querenoa  venlr  el  domingo    14  julio     AM/     7  PM/  7 

Ou«rensoj  lnforaacion  sobre  fechas  para  Medi-Screen 
en  el  futuro   

El  lugar  en  que  recibinoa  servicios  medicos  (por 
lo  general)  es   


Preferlaoa  venlr  en  una  fecha  ma*  carde 


Plrma  del  padre  o  madre 
Hacaaitaremoa  ayuda  con  transportacion  /  / 


children.    Community  leaders  and  coalitions  of  community  groups  can 
offer  enormous  help  in  disseminating  information  and  in  providing 
volunteers  for  outreach  and  other  EPSDT  tasks. 

After  an  EPSDT  program  has  been  going  on  for  awhile,  vord-of-mouth 
probably  becomes  the  best  method  of  outreach.     And  in  a  successful 
program,  less  and  less  outreach  effort  becomes  necessary  as  families 
hear  about  the  services  and  either  telephone  for  an  appointment  or 
drop  in. 

I 

Since.  EPSDT  is  an  on-going  program  which  aims  to  knit  together  a  sys- 
tem of  comprehensive  and  continuing  care,  it  may  be  economical  in  the 
long  run  for  the  program  itself  to  provide  some  sort  of  mini-bus  ar- 
rangement, not  oniy  for  bringing  families  to  the  screening  center, 
but  also  to  provide  transportation  when  children  are  referred  to  other 
services.     Frora  a  management  standpoint,  such  transportation  may  greatly 
increase  utilization  of  the  program  and  actually  reduce  per-patient 
cost.    In  some  communities,  transportation  may  be  available  from  or 
shared  with  other  service  agencies  such  as  Red  Cross.    Cars  with  dri- 
vers can,  of  course,  be  contracted  for;  or  cars  can  be  leased  and 
volunteer  chauffeurs  used.     In  the  latter  case,  it  is  important  that 
the  EFSDT  agency  be  properly  insured  to  protect  both  the  agency  and 
the  volunteer. 

Baby-sitting  is  important  so  that  the  mother  does  not  have  to  bring 
her  children — other  than  those  being  screened — to  the  clinic.  Most 
communities  now  provide  some  sort  of  child  care  service  that  the  mo- 
ther can  use  for  this  purpose.     If  the  EPSDT  center  has  the  space,  a 
room  or  area  can  be  set  aside  as  a  "kiddie  corral"  which  might  also 
be  supervised  by  volunteers,  or  by  paid  employees  recruited  from  the 
community  (perhaps  older  men  and  women) ,  all  trained  as  part  of  a 
special  effort  of  the  EPSDT  program. 
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If  the  parent  is  handicapped  cr  otherwise  unable  to  accompany  the 
child  to  the  clinic,  provision  should  be  made  for  the  community 
health  worker  to  bring  the  child. 

Casefinding  is  a  painstaking  process.     It  involves  empathy,  under- 
standing and  patience.    Health  workers  must  be  able  to  perceive  the 
concept  of  community  responsiblity ,  and  be  aware  of  the  agencies 
through  which  that  responsibility  is  expressed.     By  gaining  some 
understanding  of  the  whole  health  system,  the  health  worker  will 
be  able  to  insure  well-rounded,  total  family  care  and  convey  with  con 
viction  the  value  of  the  EPSDT  experience. 


Exercises 
"  

t 

a.  If  the  Screening  Program  performs  outreach: 

(1)  Explain  the  outreach  methods  used  by  your  program. 

(2)  Which  outreach  methods  do  you  believe  are  most  effective, 
and  why? 

(3)  Which    outreach  methods  are  least  effective,  and  why? 
What  improvements  would  you  suggest? 

b.  If  the  Social  Service    Agency  performs  outreach: 

(1)  Explain  the  outreach  methods  used. 

(2)  Which  methods  are  most  effective?  Why? 

,   O)    Which  outreach  methods  are  least  effective?  Why? 

(4)  What  improvements  might  your  program  recommend  to  the 
Social  Service  Agency? 

(5)  How  might  your  program  assist  the  Agency  to  make  these 
improvements? 
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WORKBOOK  IV 
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suusjytflhU  TESTS 


A  TRAINER'S  VIEW  OF  SCREENING  TESTS 


This  workbook  describes  in  some  detail  the  individual  screening  tests 
in  which  the  trainee  will  have  to  develop  competence.    As  we  have  men- 
tioned earlier,  the  tests  included  in  a  particular  screening  program 
will  vary,  as  will  the  procedures  and  equipment  for  performing  them. 

Equipment  and  supplies  generally  come  with  adequate  "how  to"  instruc- 
,  tions  for  their  use.    The  skills  which  the  physician,  nurse  or  other 
health  worker  will  want  to  convey  to  the  trainee  will  be  attained 
largely  through  on-the-job,  supervised  experience.    Why,  then,  do  we 
need  this  workbook  for  the  individual  screening  tests?    The  answer  is 
that  the  trainee  has  to  understand  why  we  give  each  particular  test, 
what  results  we  should  expect  from  it,  and  how  it  relates  to  the  total 
health  of  the  child.    The  trainee  must  also  learn  how  to  convey  this 
information  to  the  parent  and  child.    And  finally,  the  trainee  must 
learn  how  to  perform  the  test  in  a  manner  which  is  proficient  and  gains 
the  confidence  of  the  child  and  family. 

The  component  screening-test  workbooks  which  follow  are  not  intended 
to  cover  every  type  of  test  procedure.    Rather,  they  are  intended  to 
provide  an  overview  and  check-list  for  the  trainer,  and  information 
and  guidelines  for  the  trainee,  generalized  enough  so  that  program 
variations  and  modifications  will  not  significantly  reduce  the  train- 
lag  value  of  this  material. 

The  workbook  does  not  assume  that  we  are  training  an  Interviewer, 
audiometric  technician,  lab  assistant,  or  nurse's  aide.  Instead, 
it  assume  that  ws  arc  going  to  train  a  family  health  worker—.  C0BDl_ 
nation  of  community  worker,  health  technician,  health  educator,  coun- 
selor and  advocate.    The  purpose  of  the  training  is  not  only  to 


-73- 


SCREENING  TESTS 


develop  this  .Utiplicity  of  skills,  but  to  build  a  training  base 
which  ,111  give  the  health  worker  a  functional  mobility  advantageous 
to  him  as  well  as  the  program. 

So-e  of  the  test,  described  below  will  not  be  part  of  your  program. 
They  should  nevertheless  be  made  familiar  to  the  trainee,  particularly 
if  they  are  being  done  by  another  agency  in  association  with  you. 
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WORKBOOK  IV-A 


CHILD  AND  FAMILY  HISTORY 


CHILD  AND  FAMILY  HISTORY 


I.  Medical  History-Taking;  Rationale  and  Technique 
II*  Screening  Objectives;  Categories  of  Questions 


1. 

Child's  birth  history 

2. 

Child  and  family  illness  history 

3. 

Infant  feeding 

4. 

Gastrointestinal  (digestive) 

5. 

Genitourinary 

6. 

Respiratory 

7. 

Allergy 

8. 

Skin 

9. 

Cardiovas  cular 

10. 

Neurological  and  musculoskeletal 

11. 

Mouth,  nose  and  throat 

12. 

Eyes  and  ears 

13. 

Psychosocial 

14. 

Discussion  and  Guidance;  miscellaneous  questions 

15. 

Appendix 
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I.    Medical  History-Taking:  Rationale  and  Technique 


There  are  many  ways  to  look  at  any  health  delivery  system.    One  way 
of  viewing  EPSDT  is  as  a  health  information  system  which  will  expand 
our  knowledge  of  child  and  family  health  generally,  and  of  the  health 
of  each  individual  child  we  can  bring  into  the  program. 

One  objective  of  EPSDT,  then,  is  to  "profile"  the  health  of  the  child 
while  recognizing  that  such  a  profile  cannot  be  complete  unless  we 
also  look  at  the  child's  immediate  family,  and  at  the  larger  social, 
ethnic,  economic  or  geographic  family  that  surrounds  and  affects  the 


child. 


CHILD  AND  FAMILY  HISTORY 


The  nSSX  health  profile    depends  on  three  major  source*  of  informa- 
tion: 

1.  A  History  of  the  child  and  family,  taken  from  questionnaires 
and  interview*. 

2.  Observations  by  the  nurses  and  physicians  as  they  do  the 
"physical  examinations,"  and  by  all  of  the  health  workers  as 
they  guide  the  child  and  parent  through  the  program. 

3-    Teste  and  Measurements  for  such  things  as  vision,  hearing, 
body  growth  end  development,  blood  and  uriue. 

Any  one  of  these  sources  of  information  may  result  in  findings  which 
need  to  be  referred  beyond  the  screening  process  to  a  physician  or 
other  specialist  for  further  interpretation  and  evaluation.    And  al- 
though it  is  the  history  that  concerns  us  in  this  guide,  we  must  not 
forger  that  all  three  of  these  sources  of  information  must  be  com- 
bined end  seen  es  a  whole  before  judgments  can  be  made  about  diagnosis 
or  treatment. 

The  screening  process  will  usually  begin  with  a  questionnaire  to  be 
filled-  out  by  the  parents  or  other  responsible  adult  familiar  with 
the  child's  health  hiatory.    This  questionnaire,  and  the  interviewing 
or  assistance  that  accompany  it,  are  the  parent's  introduction  to  your 
program,  and  It  is  important  that  this  introduction  be  done  with 
care  and  interest. 

Language  la  our  major  means  of  communication,  but  we  all  know  that  it 
la  also  a  barrlsr.    For  example,  if  the  child  or  parent  is  Spaniah- 
ap  asking,  obviously  the  questionnaires  should  be  printed  in  Spanish 
or  be  administered  by  a  bi-lingual  parson.    Equally  obviously,  Che 
P*rant  •hoold  feel  free  to  ask  for  an  explanation  of  any  question  that 
la  not:  clear.    A  vagus  or  unclear  question  ia  not  nacaaaarily  a  bad 
one  If  It  leads  the  parent  into  offering  additional  useful  information. 


Few  questionnaires,  particularly  in  a  screening  program,  .ill  ask 
everything  we  need  to  know  In  order  to  find  and  correct  problem. 
And  some  questionnaires  are  written  from  a  professional  ural 
viewpoint  that  is  not  only  foreign  or  unacceptable  to  the  patient  (or 
parent) ,  but  also  unrt  •  at- 

oses  to  the  goals  of  the  program. 


In  the  band 
not  only  im\ 
the  parent  j 
us,  health  < 
us  of  lllne: 
conscious  vc 
barriers. 


1  \  M 
unily  health  worker     the  questi 
- ,  but  opens  the  door  co  a  dial 


Lre  is 
with 

IC  of 


are  always  a  bit  threatening.    They  remind 
gined,  and  .    ,ol      -;>L  r  ua_ 

ling  is  underlined  if  there  are  communication 


The  history  and  questionnaire  are  part  of  the  patient  profile  that 
the  specialist  will  look  at  if  the  child  needs  to  be  referred.  That 
specialist  may  very  likely  not  have  the  time  to  take  an  in-depth  his- 
tory; he  will  depend  on  the  patient  profile,  and  on  the  health  worker'. 
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CHILD  AND  FAMILY  HISTORY 


skill  In  helping  t< 
most  quickly  and  eJ 
and  listening  carei 

necessary  because  I 
problems,  either  b< 
detect  them,  or  be< 
symptom  is  not  reci 


it.    Many  health  problems  can  be  detected 
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o  We  need  to  collect  a  sizeable  amount  of  vc 
from  the  parent v  both  within  and  outside  t 
of  the  questionnaire. 

o    Because  health  is  a  combination  of  many  fc 
sease,  we  need  to  have  some  psycho-social 
economic,  cultural,  social  and  psychologic 
a  bearing  on  health. 

o   The  family  health  worker  must  be  able  to  sort  out  and  record 
significant  data  to  pass  on  to  the  specialist. 

o    in  the  process  of  receiving  this  data,  the  family  health  worker 
must  continually  involve  the  child  and  parent  in  an  educational 
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-  process  which  will  continue  after  the  family  returns  home. 

EPSDT  programs  will  vary  in  their  view  of  the  who,  what,  where  and  when 
of  history- taking.    We  think  that  the  best  model,  where  practicable, 
calls  for  the  following  steps: 

o    the  parent  to  provide  most  of  the  history 

o    the  health  worker  to  review  that  history  with  the  parent  so  that 
both  of  them  (parent  and  health  worker)  can  make  additional 
comments 

o    a  procedure  set  up  so  that  the  history  (questionnaire  and  other 
forms)  accompanies  the  child  through  all  of  the  tests,  where 
other  health  workers  can  add  their  comments 

o    the  entire  history,  together  with  test  results  that  are  already 
available,  should  be  reviewed  by  the  health  worker  at  the- end 
of  thex screening  process.    The  physician  or  nurse  should  join 
in  the  review  whenever  necessary. 

Answers  to  a  standard  set  of  questions  can  help  identify  those  children 
who  are  "at  risk" — that  is,  children  who  may_  have  a  significant  health 
problem  and  who  therefore  need  to  be  'referred  for  further  evaluation 
and  diagnosis.    It  is  necessary  to  remind  ourselves  continually  that 
screening    is  not  diagnosis.    All  that  we  are  trying  to  do  with  our 
screening  information  is  identify  two  groups  of  children:  those  who 
have  a  significant  health  problem  or  may  develop  one,  and  therefore 
require  further  attention,  and  a  second  group  which  is  "at  low  risk" 
and  needs  only  to  be  scheduled  for  the  next  screening  visit. 

An  item  of  information  from  the  history  is  useful  in  several  ways: 
-  It  may  in  itself  alert  the  screening  staff  to  a  problem  not 
revealed  by  the  tests  or  by  the  nurse  or  physician  during 
regular  observations. 
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-  It  may  not  la  itself  indicate  a  problem,  but  when  combined 
with  an  item  of  information  from  a  test  or  medical  observation, 
will  indicate  a  condition  requiring  our  specific  attention. 

-  Itaay  not  Indicate  a  problem,  but  is  part  of  the  background 
of  information  that  enables  the  physician  or  other  specialist 
to  make  some  important  judgments  about  the  health  of  the  child. 

Thus,  the  history  becomes  the  major  support  of  information  derived 
from  the  tests  and  observations  of  the  child. 

We  have  said  that  the  history-taking  can  be  done  in  two  ways— through 
a  printed,  questionnaire,  and  through  an  interview.  The  questionnaire 
has  several  advantages: 

EE  it  is  completed  at  home,  the  parents  can  do  it  together 
(perhaps  with  help  from  other  members  of  the  family) .  They 
mill  feel  under  less  pressure,  and  will  have  more  time  to  look 
op  information  or  reflect  on  a  particular  item. 

(2)  It  is  sometimes  easier  to  answer  questions  in  writing— par- 
ticularly when  they  seem  embarrassing— than  to  talk  about 
them  face-to-face  with  an  interviewer. 

(3)  It  saves  staff  time. 

The  interview  has  the  advantages  of: 

(1)  Personal  contact. 

(2)  The  opportunity  to  explain  questions,  clarify  answers  by 
asking  additional  questions  not  on  the  form. 

■  * 

(3)  Reassuring  the  parent  when  a  question  seems  threatening. 

(4)  Providing  an  opportunity  for  interaction  between  the  health 
worker  and  the  parents. 

(3)    Recording  information  from  illiterate  and  partially  illiterate 
parents  and  from  small  children. 
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Why  do  we  need  to  consider  history-taking  as  part  of  an  EPSDT  training 
-  program?    Because  it  is  not  simply  a  matter  of  getting  some  forms 
filled  out,  or  get  ring  answers  to  a  standard  set  of  questions.  The 


purpose  of  the  questionnaire /interview  is  to  get  information  about 
the  child  and  family  which  will  not  only  tell  us  something  about  the 
child's  health  today,  but  also  provide  some  clues  to  his  or  her 
health  in  the  future.    The  questionnaire/interview  must  be  used  by 
the  health  worker  to  create  a  climate  for  encouraging  questions  and 
discussion.    Every  member  of  an  EPSDT  staff  needs  to  become  a  family- 
oriented  health  worker  who  sees  the  child  as  a  person  whose  health  and 
state  of  well-being  are  affected  by  many  different  things.    The  history 
developed  through  the  questionnaire/interview  must  tell  us  something 
about  the  health  attitudes  and  practices  of  the  family  as  well  as  the 
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health?  status  of  the  child.    In  other  words,  the  history  should  try 
to  describe  a  pattern  of  health  from  which  we  may  he  able  to  anti- 
cipate some  problems  and  do  something  about  them  before  they  become 
too  serious. 

Questions  included  in  the  EPSDT  history  will  not  vary  much  from  pro- 
gram to  program.    What  will  vary,  and  what  is  important  here,  is  the 
way  in.  which  the  questions  are  asked.    The  skill  of  the  health  worker 
has  a  direct  bearing  on  the  quantity  and  quality  of  information  that 
goes  Into  the  history. 

First  of  all,  it  is  obviously  necessary  that  the  parent  understand 
the  question.    This  aeans  that  the  health  worker  must  understand  it 
also— not  only  what  the  question  means,  but  why  it  is  being  asked. 

Secondly,  the  health  worker  must  recognize  when  to  "open  up  a  ques- 
tion"— when  to  explore  a  particular  subject  further,  whether  during 
an  interview,  while  reviewing  the  completed  questionnaire  with  the 
parent,  or  at  some  other  appropriate  time. 

The  EPSDT  staff  member  must  therefore  have  the  interviewing  skill  to: 
(1)    encourage  communication  by  the  parent 
(Z>    record  all  information  that  may  be  important 

(3)  oake  sure  that  the  information  collected  is  as  accurate  as 
possible 

(4)  be  abla  to  explore  and  interpret  answers  that  may  yield  im- 
portant information  beyond  the  "yas  or  no"  replies  to  the 
standard  questionnaire . 

TUm  means  that  the  staff  worker  must  also  have  enough  knowledge  and 
experience  to  avoid  giving  answers  or  making  comments  which  may  sound 
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much  health  Information  as  possible  must  be  bal£.Aced  i  gainst  the  dan- 
ger of  harassing  the  parents  or  intruding  upon  th?»ir  privacy.  The 
dealre  to  make  the  parents  comfortable,  to  develop  an  easy  exchange 
of  information,  must  also  be  balanced  against  the  program's  need  to 
function  economically  and  reach  a  large  number  of  families.    This  leads 
to  the  question  of  whether  the  screening  interview  should  also  be  a 
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on  long,  detailed  sets  of  questions.    Forms  should  be  short,  simple, 
easy  Co  use  and  read.    They  should  be  designed  as  a  check  list,  leaving 
it  to  the  health  worker  to  add  any  details  or  observations  he  or  she 
thinks  necessary.    And  the  health  worker's  comments  should  be  in 
simple,  natural  language  which  everyone — parents,  physicians,  other 
heal th  workers — can  understand  quickly. 


Health 
\  Worker 


Parent 


Written  comment  will,  of  course,  be  necessary  where  a  "yes"  or  "no" 
answer  still  leaves  us  in  doubt.    As  examples: 

"Are  you  a  heavy  smoker?"    If  the  answer  is  "yes,"  the  interviewer 
should  ask  how  many  packs  a  day,  and  write  down  the  number. 

"Does  your  child  often  seem  tired?"  The  parent  may  wish  to  qualify 
the  answer  by  saying:  "Oh,  maybe  every  now  and  then,"  or  "Only 
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after  playing,"  and  these  answers  should  be  recorded. 

Before  deciding  to  write  down  a  comment,  the  health  worker  may  want 
to  "branch  out"  into  some  other  questions.    For  example,  with  the 
foregoing  question — "Does  your  child  often  seem  tired?"—if  the 
parent  answers  "yes,"  or  hesitates  before  answering  "no,"  the  inter 
viewer  should  branch  out  further.    If  the  answer  was  yes,  we  could 
ask  such  questions  as: 


BRANCHING  OUT  " 
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"Do  you  have  any  idea  why  your  child  often  seems  tired?" 
"Have  you  just  noticed  this  lately?" 
"How  many  hours  of  sleep  does  your  child  get?" 
or  if  the  answer  was  a  hesitant  "no:" 

"Do  you  think  your  child  gets  enough  sleep?" 

The  "branching"  technique  is  just  another  way  of  saying  that  we  can 
get  most  out  of  an  interview  or  questionnaire  by  passing  quickly  over 
the  "no"  answers  (which  mean  "there  doesn't  seem  to  be  a  problem 
here")  and  spending  a  little  more  time  with  further  questioning  when 
the  answer  is  "yes"  (meaning,  "there  might  be  a  problem  here").  In 
most  cases,  the  branching  questions  will  simply  ask  "when,"  "where" 
or  "what  kind?"    Sample  questions  used  in  this  workbook  and  in  most 
questionnaire  forms  will  start  with  the  phrase,  "Does  your  child...?" 
However,  in  talking  with  the  parent,  the  health  worker  should  use  the 
child's  name — for  example,  "Does  Ernesto  often  seem  tired?" 

Parents  in  the  community  working  as  volunteer  or  part-time  inter- 
viewers can  be  most  effective  in  helping  develop  the  EPSDT  history, 
rephrasing  the  questions  or  adding  to  them  so  that  there  is  a  better 
exchange  of  information.    But  the  private  nature  of  many  of  the  ques- 
tions must  be  recognized,  and  care  taken  that  the  community  does  not 
feel  that  confidentiality  has  been  overlooked. 
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n«    Screening  Objectives:  Categories  of  Questions 


In  this  section  of  the  workbook,  we  have  grouped  together  the  kinds 
of  questions  that  are  generally  asked  in  EPSDT  screening  interviews 
and  questionnaires,  together  with  some  explanations  and  comments  as 
a  background  for  the  more  detailed  and  specific  instructions  provided 
at  the  clinic  site. 

The  questions  are  grouped  here  (as  they  often  are  in  questionnaires) 
according  to  the  body  "systems"  commonly  used  in  medical  care.  The 
purpose  is  not  to  list  every  question  that  might  appear  on  the  form 
used  in  your  program,  but  rather  to  indicate  the  kind  of  information 
the  physician  needs. 

• 

If  the  answer  to  one  question  in  a  "system"  group  indicates  a  possible 
problem,  the  health  worker  should  explore  other  questions  in  that 
group  or  of  that  type  (whether  or  not  they  appear  on  the  printed 
form),  using  them  as  a  basis  for  discussion  with  the  parent,  and  noting 
on  the  questionnaire  any  parental  attitudes  or  comments  that  seem 
significant . 

Those  questions  which  the  health  worker  does  not  understand  should 
be  reviewed  carefully  with  the  pediatric  nurse  practitioner  or  physi- 
cian working  with  the  program.    In  no  event  should  the  health  worker 
be  left  simply  to  record  "yes"  or  "no"  answers  without  an  understanding 
of  why  they  ere  being  asked  or  an  expectation  of  the  kinds  of  ques- 
tions the  parents  may  ask  in  return.    Again,  this  does  not  mean  that 
the  interviewers  must  either  diagnose  or  give  "medical"  explanations; 
but  they  should  become  adept  at  recognising  health  clues  and  tracking 
down  danger  signals. 
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In  addition  to  health  questions,  every  EPSDT  clinic  will  have  its  own 
procedure  for  obtaining  and  recording  identification  data  (name, 
address,  employment,  marital  status,  etc.).    Wherever  possible,  these 
questions,  particularly  as  they  relate  to  program  eligibility,  should 
be  kept  separate  from  the  medical  history-taking  process. 


1.    CHILD'S  BIRTH  HISTORY 


The  health  of  the  child  of  course  has  some  of  Its  origins  in  the  preg- 
nancy of  the  mother,  and  an  EPSDT  interview/questionnaire  will  there- 
fore generally  begin  with  a  maternal  and  family  history. 

It  will  be  important  to  learn  if  the  mother,  during  pregnancy,  had 
high  blood  pressure,  diabetes,  German  (3-day)  measles,  a  venereal 
disease  such  as  gonorrhea  or  syphlllis,  a  urinary  tract  or  other  kind 
of  Infection,  high  fever,  or  other  health  problems. 

It  may  also  be  important  to  know  if  the  mother  was  taking  medicines 
prescribed  by  her  doctor,  was  a  heavy  smoker,  or  was  dependent  on  drugs 
or  alcohol.    As  mentioned  earlier,  answers  to  these  last  questions  may 
be  difficult  to  Interpret  unless  the  health  worker  adds  some  further 
Information — for  example:  how  many  packs  of  cigarettes  each  day?  what 
kind  of  prescribed  drugs  (if  the  mother  remembers)?  and  so  on. 

Questions  about  the  mother's  pregnancy  will  almost  always  Include 
whether  the  child  was  premature,  whether  the  birth  was  multiple  (twins 
or  more),  whether  the  delivery  was  normal,  and,  if  not, whether  It  was 
breech  (feet  first)  delivery  or  Caesarean  delivery.    The  baby's  weight 
at  birth  is  also  necessary  to  know,  and  whether  there  was  an  Eh  problem 

The  EPSDT  questionnaire  may  also  ask  for  dsts  on  the  birth  history  of 
other  children  in  the  family;  whether  the  mother  ever  miscarried;  and 
perhaps  the  ages,  heights  and  weights  of  ths  parents. 
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3.     INFANT  FEEDING 

■ 

variety  of  health  Conditions 
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offered ,  and  the  concern  of  the  mother  Is  usually  over  the  diarrhea 
or  vomiting  caused  by  overeating.    In  the  second  year*  howoror,  the 
child  begins  to  eat  less  because  it  is  growing  leas,  and  lltO  logtor  tO 
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develop  food  likes  and  dislikes.    This  may  make  the  parent  feel  that 
the  child  is  eating  too  little,  but  unless  there  are  indication*  of 
real  feeding  problems,  the  health  worker  should  encourage  the  parent 
not  to  worry  ebout  force-feeding  and  instead  direct  her  or  hi*  concern 
to  the  overall  composition  of  the  diet  (is  it  all  starchee  and  sweets, 
or  meats  and  vegetables  as  well?)  and  to  the  general  activity  and  well- 
being  of  the  child. 

Some  typical  questions  (and  some  branching  questions  for  "res'*  answers)* 

a.  Was  (is)  your  child  breast  fed?    Bottle  fed? 

(At  what  age  was  your  child  taken  off  the  breast  or  bottle?) 

b.  Is  your  child  on  formula? 

(Are  there  any  problems  with  it?    Were  there  allergic 

reactions?    Did  you  change  formulas?) 

c.  Do  you  think  your  child  is  having  any  nursing  or  feeding 

problems? 

(In  what  way?) 

•  ■ 

d.  Has  your  child  had  to  be  force-fed? 

e.  How  much  milk  does  your  child  drink  in  a  day? 

f.  Does  your  child  have  a  problem  eating  any  particular  kinds 

of  food? 

g.  Are  you  giving  your  child  any  vitamins,  minerals  or  "fortifiers?" 

(What  kind?) 

Further  questions  or  discussions  might  include  the  subject  of  a  sight 
bottle,  solid  foods,  night  crying,  the  other  parent's  half  la  caring 
for  the  child,  and  so  on. 
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Wednesday  morning,  the  last  of  Monday's  breakfast  will  be  ready  to 
leave  the  large  intestine. 

In  young  children,  gastrointestinal  (stomach  and  Intestine)  disorders 
often,  occur  in  the  form  of: 

Vomiting.    Perhaps  indicative  of  pica. 

Diarrhea.    This  looseness  of  the  bowels  may  be  a  symptom  of  many 
digestive  tract  disorders,  or  it  may  be  caused  by  Intestinal 
irritation.    If  the  diarrhea  is  mild,  it  may  be  the  result  of 
the  baby's  formula  or  of  over-feeding.    If  more  severe,  the 
diarrhea  may  be  due  to  a  food  allergy  or  infection. 

Constipation.    Symptoms  of  this  condition,  in  which  passsge  through 
the  intestinal  tract  is  stopped  or  slowed  down,  include  cramps 
and  vomiting. 
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Colic.    The  cause  of  this  disorder  (in  which  th«  baby  brings 
her  or  his  legs  up  to  the  abdomen  and  cries)  is  not  too 
well  understood,  although  it  may  be  due  to  the  way  in  which 
the  child  swallows  air,  or  perhaps  to  its  diet.    If  the  colic 
seems  serious,  a  complete  examination  by  the  pediatric  nurse 
practitioner  or  physician  will  be  necessary. 

Colitis.    An  inflammatory  condition  of  the  colon  (part  of  the 
intestine) . 

Every  health  worker,  like  every  parent,  should  be  familiar  with  these 
disorders  and  symptoms — the  health  worker  because  she  or  he  needs  to 
ask  sensible  questions  and  not  just  read  off  words  from  the  question- 
naire.   But  again,  this  does  not  mean  that  you  can  or  should  make  a 
diagnosis. 


a.  Is  your  child  often  sick  to  his  or  her  stomach?    Does  be  vomit 
or  spit  up  a  lot? 

(When?    After  meals?    How  long  after?) 

b.  Does  your  child  have  trouble  swallowing? 


Some  typical  questions  (and  some  branching  ones) ; 


c. 


Does  your  child  strain  with  her  or  his  bowel  movements? 
(Do  you  give  your  child  any  kind  of  medicine  for  this? 
Have  you  noticed  anything  different  about  the  child's 
stool?) 


d. 


la  the  last  six  months,  has  your  child  had: 


-  any  special  diet  or  food  restrictions? 

(Doctor's  orders?    Friend  or  neighbor's  suggestion?) 


-  excessive  burping  or  gas? 

(Do  you  think  your  child  burps  too  much?    passes  too 
much  gas?    if  so,  when?) 


—  frequent  stomach  aches  or  pains? 
(When?    After  eating?) 
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—  frequent  diarrhea? 

(Did  this  follow  a  change  in  formula  or  diet?) 

-  loose  bowels  for  two  days  at'  a  time? 

(Have  you  been  giving  any  kind  of  medicine?) 

e.  Were  your  child's  bowel  movements  ever  black  or  bloody?  Did 
you  see  any  mucus  or  worms? 

f.  Has  your  child  ever  vomited  blood? 

(When?) 

g.  Does  your  child  eat  everything  the  rest  of  the  family  does? 
Axe  any  foods  troublesome? 


5.  GENITOURINARY 

The  genitourinary  system  includes  the  kidney*  bladder,  ureter5  (the 
tubej  conducting  the  urine  from  the  kidnejr) to  the  bladder),  and  urethra 
(the  canal  that  passes  the  urine  from  the  bladder  and  out  of  the  body). 
In  the  male,  the  system  includes  the  penis,  scrotum  and  testes  (tes- 
ticles), and  in  the  female  the  two  ovaries,  the  Fallopian  tubes,  the 
uterus  and  the  vagina.    In  the  male,  the  urethra  passes  through  the 
penis;  in  the  female,  it  has  a /-separate  opening^ rom  the  vagina.)  i 

There  is  a  large  number  of  childhood  disorders  and  complaints  in- 
volving the  genitourinary  system,  and  some  of  the  symptoms  are  indicated 
in  the  questions  below.    Abnormalities  at  birth  involve  the  genito- 
urinary more  frequently  than  any  other,  and  these  abnormalities  may  be 
one  of  the  causes  of  urinary  tract  infections.    Most  EPSDT  guidelines 
will,  recommend  screening  for  bacteria  ik  the  urinary  tract  of  females 
wb«rs  It.  occurs  most  frequently,  and  this  procedure  is  described  in 
•action    IV- 1    of  this  workbook  (Bacteriurla) . 
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Some  typical  questions  (and  some  branching  ones): 

a.  Do  you  think  your  child  urinates  too,  Aft  en? 

(Does  he  drink  a  lot  of  fluid  during  the  day?  How  often?) 

b.  Has  your  child  ever: 

-  had  pain  when  urinating 

-  had  a  burning  feeling  or  had  to  strain  to  pass  urine? 

-  had  blood  in  the  urine? 

-  had  brownish  urine? 

-  had  an  inflammation  or  discharge  from  the  vagina/penis?  ' 

c.  Does  your  child  bed-wet  or  pants-wet  (beypnd_Jier/his  age£*  ^  4f)^f  if&A/, 

(Bow  do  you  handle  this?    Does  it  seem  important?) 

d.  Does  your  child's  urine  have  a  strong  odor? 

(Frequently?    Have  you  mentioned  it  to  a  doctor?) 

e.  Does  your  baby  have  lumps  on  his  or  her  stomach  or  elsewhere 
on  the  body  that  might  suggest  a  hernia? 

6.    RESPIRATORY  SYSTEM 

The  respiratory  system — nose,  pharynx,  larynx,  trachea,  bronchi  and 
lungs — provides  our  body  with  necessary  oxygen  and  gets  rid  of  carbon 
oxide.    Three  things  happen  to  the  air  we  breathe  in: 

o  It  is  cleansed:  tiny  hairs  at  the  entrance  of  each  nostril  trap 
dust  particles. 

o  It  is  moistened:  mucus  in  the  linings  of  the  air  passages  pass 
water  to  the  air.  (The  mucus  linings  are  also  a  back-up  system 
to  catch  dust.) 

o    It  is  warmed  to  body  temperature:    the  mucus  membranes  contain 
tiny  blood  vessels  which  heat  the  air  to  body  temperature. 

The  respiratory  system  also  helps  filter  harmful  bacteria  from  the  air 
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we  breathe  before  they  enter  sensitive  areas.    The  throat  (pharynx) 
holds  tonsils  and  adenoids  that  screen  bacteria.    Despite  these  safe- 
guards, however,  germs  do  manage  to  enter  the  respiratory  tract,  and 
then  we  develop  colds  and  other  infections. 


Colds  are  infections  of  the  nose,  throat  and  linings  of  the  sinus 
cavities.    To  combat  cold  germs,  these  linings  swell  and  develop  mucus 
to  waah  away  the  germs.    The  mucus  builds  up  and  blocks  our  air  pas- 
aagea—tha  reaaon  for  atuffy  noses  and  hacking  coughs.    These  symptoms 
of  tha  common  cold  have  no  particular  significance  for  a  acraaning 
program  unless  they  are  persistent,  or  mora  severe  than  wa  would -nor- 
mally expect;  or  whan  taken  together  with  other  symptoms,  they  may 
give  a  baala  for. alerting  the  phyaician  to  a  potential  problem.  For 
tha  symptoms  of  a  cold  in  those  cases  may  Indicate  such  serious 
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disorders  as  measles,  strep  throat  and  whooping  cough.  Conversely, 
symptoms  of  TB,  hay  fever,  allergy  or  emphysema  may  be  mistaken  for 
a  common  cold. 

The  questions  in  the  screening  interview  try  to  sort  out  these  symp- 
. toms,  but  the  health  worker  should  explore  further  with  the  parent 
any  evidence  of  repeated  breathing  problems. 

Between  the  throat  and  lungs  is  the  body's  main  air  passage — the 
trachea,  or  windpipe.    In  the  chest,  the  trachea  divides  into  two 
branches — an  inverted  Y.  from  the  throat  to  each  lung — called  the 
bronchi.    In  the  lung,  each  branch  divides  again  and  again.  These 
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branches  (bronchioles)  look  something  like  the  bare  branches  of  a 
tree.    They  extend  to  all  parts  of  each  lung  and  end  finally  In  groups 
of  tiny  air  sacs — about  600  million  in  an  adult's  lung — called  alveoli. 
They  sake  up  the  sponge-like  mass  of  each  lung  and  perform  the  essen- 
tial process  of  transferring  oxygen  into  the  blood  stream  and  taking 
out  the  carbon  dioxide. 

Soae  typical  questions  (and  some  branching  ones)  ; 

a.  Ess  your  child  ever  had: 

—  periods  of  difficult  breathing? 

—  a  tendency  to  wheeze  when  breathing? 

b.  Do  you  know  if  your  child  is  allergic  to  anything? 

c.  Does  your  child  cough  a  lot  or  gasp  for  air? 

(Do  yon  give  your  child  cough  drops  or  medicine?    Does  your 
child  often  have  a  sore  throat?) 

d.  Is  your  child  often  hoarse? 

-  a.    Dees  your  child: 

—  have  rattling  sounds  when  breathing? 

—  get  short  of  breath  easily? 

(When?    After  exercises?) 

—  cough  op  thick  spit  (phlegm)? 

—  seem  to  sweat  too  much? 

f .  Boes  your  child  get*many  chest  colds? 

(How  frequently?) 

g.  Das  your  child  ever  had  pneumonia? 

h.  Does  your  child  have  hiccups?    Breathe  irregularly? 

- 

7.  ALLERGY 


Allergy  means  that  a  person  has  body  cells  that  are  particularly 
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sensitive  to  a  certain  substance  or  substsnces.    These  substances 
ara  called  allergens,    and  they  cause  different  kinds  of  reactions  in 
different  people.    A  child  may  show  a  reaction  to  only  one  allergen, 
but  usually  more  than  one  is  involved. 

Allergens  Include: 

a.  Things  the  child  may  breathe  in  (inhalants) .  such  as  pollen, 
perfume,  tobacco  smoke,  or  various  kinds  of  dust. 

b.  Certain  foods,  the  most  common  of  which  are  fish,  eggs,  choco- 
late, nuts,  strawberries  and  tomatoes. 

e.    Things  that  act  on  the  skin  (contactants) .  such  as  insecti- 
cides, fur,  wool,  cosmetics, and  certain  plants  and  detergents, 
d.    Certain  drugs  or  medicines. 

a."  Certain  parasites,  bacteria  and  fungi  (Infectious  agents), 
and  Insect  bites. 

f-    Physical  agents,  such  as  heat,  cold,  sunlight /animals  and  V 
birds  ,y nay  cause  a  reaction.  \ 

One  can  see  that  the  possible  list  of  allergens  is  very  large,  and  is 
becoming  larger  as  the  medical  profession  learns  more  about  this 
complicated  subject. 

Reactions  occur  In  two  major  areas— the  respiratory  ^system  and  the 
skin — and  take  such  forms  as  ^fiSg^^^hW"rever.  smarting  of  the  S 
eyes,  rashes,  hives  and  welts.    If  the  physician  suspects  an  allergy, 
she  or  he  will  take  a  detailed  history  of  the  child,,  and  probably  do 
some  skin  tests  to  narrow  down  the  suspected  list  of  allergens. 

Treatment  will  probably  center  on  avoiding  the  identified  or  suspected 
allergens.    For  example,  changing  a  diet,  or  keeping  the  child  away 
from  animals,  or  not  using  woolen  clothing.    If  this  does  not  work, 
the  physician  may  recommend  desensitization.  which  means  that  the  child 
will  ba  injected  with  small  doses  of  an  extract  of  the  allergen  over 


a  long  period  of  time  until  the  body  "learns"  to  tolerate  it. 

The  EPSDT  questionnaire/interview  cannot  provide  the  history  the 
physician  needs  to  diagnose  an  allergy,  but  the  kinds  of  questions 
listed  below  will  indicate  possible  allergic  reactions,  and  should 
lead  the  health  worker  to  inquire  further  of  the  parent.    For  example, 
if  allergy  is  suspected,  the  interviewer  should  note  any  food  which 
seems  to  produce  allergic  symptoms.    Children's  dislikes  are  often 
protective — the  food  really  does  not  agree  with  them — and  should  not 
be  passed  over  as  "stubbornness"  or  a  "behavior  problem"  until  allergy 
is  ruled  out.    Similarly,  it  should  be  remembered  that  allergic  child- 
ren are  affected  very  unfavorably  by  fatigue,  excitement,  over-exertion 
and  other  stress. 

Some  typical  questions; 

a.  Has  your  child  ever  developed: 

-  rashes  or  swellings  after  eating  certain  foods? 

-  hives  or  swellings  after  being  stung  by  a  bee  or  other  insect? 

b.  Does  your  child  develop  a  stuffed  nose,  red  or  watery  eyes: 

-  in  the  early  spring  or  fall? 

-  when  near  cats,  dogs,  horses  or  other  animals? 

-  when  wearing  fur  or  woolen  clothing? 

-  when  covered  with  woolen  bedding,  or  when  using  pillows? 

c.  Is  your  child  allergic  to  any  medicine,  for  example,  penicillin? 

8.  SKIN 

Skin  problems  existing  at  the  time  the  child  is  screened  will  be  noted 
by  the  physician  or  nurse  doing  the  physical  assessment  (examination) . 
The  questionnaire/interview  should  reveal  any  significant  skin  dis- 
orders which  the  child  has  had  in  the  past.    Some  of  the  more  common 
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problems  are  described  briefly  in  the  paragraphs  below. 

Heat  rash,  diaper  rash  or  prickly  heat  (Miliar ial.    This  condition  is 
the  result  of  sweating.    The  sweat  pours  into  the  outer  portion  of  the 
skin,  but  the  sweat  ducts  are  blocked  and  small  eruptions  occur. 
With  children  the  sweating  may  be  caused  by  sunburn  or  exercise  or, 
in  the  case  of  infants,  a  diaper  rash  caused  by  too  long  use  of  a 
wet  diaper. 

Acne.    This  disorder  is  related  to  hormone  activity,  and  affects  the 
majority  of  teenagers  at  one  time  or  another.    Its  symptoms  are  black- 
heads or  eruptions  around  the  face  and  upper  part  of  the  body.  Cer- 
tain foods  such  as  chocolate,  nuts  and  colas  may  aggravate  acne  in 
some  patients,  although  more  visible  damage  may  be  done  by  home  at- 
tempts to  get  rid  of  the  blackheads.    Its  importance  to  the  health 
worker  is  in  recognizing  the  emotional  effect  that  the  disfigurement 
of  acne  may  have  on  boys  and  girls  who  may  not  accept  the  reassurance 
that  the  disorder  is  a  temporary  one.    "The  adolescent  is  likely  to 
use  acne  as  an  excuse  to  avoid  difficult  personal  adjustments  and  may 
become  withdrawn  and  self -pitying.    Tension  may  bring  out  intra- 
family  antagonisms,  particularly  between  mother  and  daughter." 

Impetigo.    A  superficial  skin  infection,  highly  contagious  in  in- 
fants and  young  children.    The  rash,  which  may  cover  the  whole  face 
and  body  of  a  baby,  often  has  the  appearance  of  weeping  sores  which 
may  be  covered  by  scabs  or  honey-colored  crusts. 

Fever  blisters;  cold  sores  (Herpes  Simplex).    Localized  viral  infections 
which  may  remain  dormant  until  the  skin  is  over-exposed  to  the  sun, 
or  the  child  has  a  cold,  or  there  is  some  physical  stress  or  emotional 
disturbance,  or  perhaps  the  child  has  eaten  certain  foods.    The  lesions 
(breaks  in  the  skin  tissue)  may  appear  anywhere,  but  are  most  likely 
to  show  around  the  face  and  mouth.    Symptoms  in  young  children  may 
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include  fever  and  irritability. 

Dermatitis .    A.  term  which  includes  various  types  of  acute  or  chronic 
superficial  Inflammation  of  the  skin.    It  may  show  itself  through 
blisters  (vesicles),  redness,  oozing,  crusting  or  scaling.    The  term 
eczema  is  used  to  indicate  chronic  dermatitis.    Contact  dermatitis 
is  an  acute  or  chronic  inflammation  caused  by  a  wide  variety  of  sub- 
stances which  come  in  contact  with  the  skin  and  cause  an  allergic 
reaction  (for  example,  poison  ivy,  certain  chemicals,  cosmetics,  wool 
clothing,  animals,  and  certain  foods). 

Hives-    These  are  also  an  allergic  reaction  (primarily  to  foods)  , 
and  for  which  there  is  generally  no  treatment  except  identifying  the 
allergen  and  avoiding  it. 

Some  typical  questions: 

a.  Does  your  child  have  any  skin  problems?    Frequent  sores? 

b.  Has  yoor  child  been  troubled  by  eczema,  hives  or  rashes? 

c.  Is  your  child; 

—  having  a  problem  with  pimples?  carbuncles? 

—  sweating  too  much? 

d.  Does  yoor  child's  skin  appear  to  be  too  oily?  too  dry? 

e.  Has  your  child: 

—developed  skin  bruises  for  no  apparent  reason?  bruised  easily? 

—  had    trouble  in  stopping  small  cuts  from  bleeding? 

—  been  frequently  scratching  or  rubbing?  appeared  to  be  itchy? 

• 

9.    CARDIOVASCULAR  SYSTEM 

Cardiovascular  problems  are  those  relating  to  the  heart,  blood  vessels, 
and  the  circulatory  system.    The  questions  in  this  category  focus  on 
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hypertension  and  on  the  detection  of  rheumatic  fever  and  congenital 
heart  disease. 

The  exact  causes  of  rheumatic  fever  are  not  known.    Heredity  may  be 
important,  but  occurrence  of  the  disease  is  usually  related  to  a  type 
of  "strep"  infection.     Such  infections  are  more  common  where  there  is 
overcrowding  and  malnutrition,  so  that  there  tends  to  be  at  least  an 
indirect  causal  relationship  between  poverty  and  rheumatic  fever. 
Symptoms  may  not  appear  immediately,  or  they  may  pass  unrecognized. 
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Typically,  the  child  may  have  just  had  an  upper  respiratory  infection 
such  as  tonsilitis,  but  while  convalescing  may  have  developed  fever 
and  arthritis  with  body  joints  becoming  swollen  and  painful.  Equally 
important  to  know  about  is  a  low-grade  type  of  rheumatic  fever  seen 
especially  in  young  children.    Here,  the  symptoms  may  be  mild,  and 
may  have  been  dismissed  as  "growing  pains."    It  is  estimated  that 
almost  2Z  of  the  school  children  in  this  country  have  rheumatic  fever. 
The  disease  can  be  treated,  but  needs  to  be  identified  as  early  as 
possible  in  order  to  avoid  serious  cardiac  (heart)  damage. 


Other  than  clues  provided  by  the  questionnaire/Interview,  rheumatic 
fever  or  congenital  heart  disease  may  be  suspected  as  the  result  of 
heart  sounds  and  murmurs  listened  for  by  an  instrument  known  as  a 
phonocardiograph.    The  sounds  are  caused  by  normal  vibrations  in  the 
circulatory  system,  and  the  significance  of  any  irregular  sounds  (mur- 
murs)  must  be  determined  by  a  physician.    Parents  should  not  become 
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immediately  apprehensive,  because  children  as  often  as  not  will  grow 
out  of  heart  murmurs.    But  physician  supervision  Is  important. 

Hypertension  Chigh  blood  pressure)  is  usually  associated  with  older 
people.    However,  it  does  occur  in  children,  and  will  always  require 
referral  to  a  physician. 

Some  typical  questions  (and  some  branching  ones); 

a.    Has  your  child  ever: 

-  had  chest  pains? 

(When?    After  exercise?) 

-  been  troubled  by  a  thumping  or  racing  heart? 

(When?    After  exercise?) 

-  become  short  of  breath  while  walking  or  climbing  stairs? 
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-seemed  to  get  hot  flashes? 
-gotten  blue  lips,  or  fainted  frequently? 

Has  anyone  ever  said  your  child  has  a  heart  murmur? 

Does  your  family  have  a  history  of  heart  disease  or  hyper- 
tension? 

10.    NEUROLOGICAL  AND  MUSCULOSKELETAL 

The  term  "neurological"  refers  to  our  nervous  system,  which  consists 
.  primarily  of  the  brain,  spinal  cord  and  nerves. 

The  brain,,  with  its  10  billion  cells,  runs  things,  regulating  our: 

-conscious  acts  (walking,  talking,  writing) 

-involuntary  acts  (breathing,  coughing,  swallowing,  blinking) 

-emotions  (love,  anger,  jealousy) 
Three  basic  parts  make  up  the  brain:  the  cerebrum,  cerebellum  and  me- 
dulla oblongata. 

The  cerebrum  is  the  largest  part  of  the  brain  and  occupies  the  entire 
upper  portion  of  the  cranium  (skull).    Its  functions  are  to  absorb 
information  through  the  senses  (seeing,  hearing,  touching,  and  so  on), 
reasoning,  and  directing  voluntary  actions.    If  you  see  a  problem, 
figure  it  out,  write  down  the  answer  or  tell  someone  about  it,  the 
part  of  your  brain  you  are  using  is  your  cerebrum. 

The  cerebellum  tucks  in  below  and  behind  the  cerebrum  at  the  back  of 
the  skull.    In  appearance  it  resembles  a  ball  of  knitting  yarn,  and 
its  functions  are  to  co-ordinate  our  muscles  and  regulate  our  balance. 

The  medulla  oblongata  is  at  the  base  of  the  brain,  and  connects  it  to 
the  spinal  cord.    The  medulla  oblongata  regulates  our  involuntary 
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muscles  that  control  our  life-sustaining  functions,  like  breathing 
and  the  beating  of  our  heart. 

The  spinal  cord  carries  nerve  impulses— tiny  electric  signals—from 
our  brain  to  our  trunk  and  limbs  and  back  again  to  the  brain.  The 
spinal  cord  is  about  half  an  inch  thick,  and  is  strung  along  the  in- 
side of  the  bony  spinal  column. 

Nerves  spread  from  the  spinal  cord  to  all  parts  of  the  body.  There 
are  two  kinds  of  nerves: 

-  Sensory  nerves,  which  carry  the  messages  from  our  trunk  and  limbs 
to  the  spinal  cord  and  up  to  the  brain; 

-  Motor  nerves,  which  carry  messages  from  the  brain  back  down  the 
spinal  column  to  the  trunk  and  limbs. 

Impulses  (messages)  In  our  largest  nerves  travel  about  200  miles  per 
hour. 

The  nervous  system  requires  oxygen  to  do  its  work— oxygen    which  is 
carried  to  it  by  the  blood.    The  brain  alone  requires  one-fifth  of  the 
oxygen  we  breathe  In,  and  even  a  slight  decrease  in  this  oxygen  will 
drastically  affect  how  our  brain  functions.    Fifteen  seconds  without 
oxygen  will  cause  us  to  lose  consciousness.    Four  minutes  without 
oxygen  may  cause  irreparable  damage  to  the  brain,  and  even  death. 

The  term  "musculoskeletal"  refers  to  our  muscles  and  bones.  There  are 
over  600  muscles  in  our  body,  of  two  basic  types:  skeletal  and  smooth. 

# 

Skeletal  muscles  are  attached  to  the  bones  of  the  skeleton  by  tendons, 
which  are  strong  bands  of  connective  tissue.    These  muscles  vary  in 
slse  and  strength.    Skeletal  muscles  work  in  pairs— for  example,  one 
to  bring  a  limb  closer  to  the  body,  the  other  to  straighten  it  out. 
By  shortening  and  lengthening,  these  muscles  move  our  limbs  back  and 
forth  as  our  brain  commands  them. 
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Smooth  muscles,  however,  work  without  our  conscious  commands.  Examples 
of  smooth  muscles  are  those  which  line  our  stomach  and  intestines, 
and.  which  by  contracting  slowly  and  rhythmically,  pass  food  along  our 
digestive  tract.    Smooth  muscles  also  operate  our  lungs.    They  cannot 
be  controlled  voluntarily  the  way  our  skeletal  muscles  can. 

Some  muscles  are  strong,  others  weak,  depending  on  their  function  and 
how  much  we  use  them.    For  growing  children  in  particular ,  proper 
nutrition  and  exercise  are  necessary  to  make  sure  that  each  muscle 
will  be  able  to  do  its  assigned  job. 

Bones  are  structured  on  sound  engineering  principles,  combining  eco- 
nomy of  weight  with  maximum  strength.    They  consist  of  living  tissue: 
hardv  compact  cells  on  the  outside,  and  spongy,  light  and  porous 
cells  on  the  inside.    There  is  a  leading  edge  of  growing  cells  (the 
"growth  line")  at  the  end  of  each  bone,  and  they  continue  to  grow 
until  we  reach  about  18  years  of  age.    Organic  matter  inside  our  bones 
feeds  them  and  helps  them  grow.      It  comes  from  protein  (which  is  in 
food  like  eggs,  cereal  and  mlfaarals) ,  and  if  we  do  not  replenish  this 
protein  from  the  food  we  eat,  our  bones  become  so  hard  and  brittle 
that  the  slightest  pressure  will  cause  them  to  snap.    Inorganic  mat-* 
ter — calcium  mostly,  which  is  especially    plentiful  in  milk — gives 
bones  their  strength  and  hardness. 

The  EFSDT  interview/questionnaire  can  only  suggest  some  of  the  more 
obvious  symptoms  of  neurological  (nervous)  disorders.    Where  the 
screening  answers  appear  significant  to  the  reviewing  physician,  a 
detailed  family  history  and  follow-up  will  be  essential. 

Some  typical  questions  (and  some  branching  ones) ; 

a.    Does  your  child  show  any  loss  of  strength  or  co-ordination  in 
the  arms  or  legs?    Does  he  or  she  show  difficulty  In  controlling 
movements? 
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b.  Has  your  child  ever: 

—  had  periods  of  disorientation  or  confusion? 

—  fainted  or  had  dizzy  spells?    blacked  out? 

—  had  difficulty  walking,  balancing  or  handling  objects? 

c.  Does  your  child  seem  to  twitch  a  lot?    Has  he  or  she  had  spells 
of  passing  out  and  jerking?  convulsions? 

d-    Has  your  child  complained  of  headaches? 

CHow  often?    Do  you  know  if  they  were  in  front  or  back  of 
the  head?) 

Does  your  child  sometimes  make  sudden,  unexplained  movements? 

Questions  relating  specifically  to  the  musculoskeletal  (muscles 
and  bones)  system: 

a.  Does  your  child  often  have  persistent  (continuing)  aches, 
swelling,  stiffness  in  the  joints  or  muscles? 

■ 

b.  Does  your  child  seem  to  have  growing  pains? 

(How  would  you  describe  them?) 

c.  Does  your  child  appear  to  you  to  limp? 

d.  Would  you  say  your  child  is  clumsy? 

«.    Has  there  been  any  change  in  the  way  your  child  walks,  or  in 
the  way  she  or  he  makes  use  of  the  hands? 

f.    Has  your  child  had  any  sprains,  dislocations  or  broken  bones? 

(Which  bones?    Do  they  seem  to  happen  easily?    Do  they  heal 
promptly?) 

g".    Doss  your  child  have  any  handicaps? 
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11.    MOUTH,  NOSE  AND  THROAT 

Most  of  the  symptoms  we  are  looking  for  In  questions  about  the  nose 
and  throat,  such  as  a"  stuffed  or  runny  nose,  or  hoarseness,  are  only 
significant  if  they  are  frequent  or  persistent  conditions. 

Some  typical  questions: 

a.  During  the  last  six  months,  has  your  child  had: 

-  a  tendency  to  breathe  through  the  mouth?  mostly  to  breathe 
through  the  south? 

-  a  frequent  running  or  stuffed-up  nose? 

-  a  persistent  hoarseness  or  sore  throat? 

-  -his" or  her  adenoids  out? 

b.  Does  your  child  sniff  or  sneeze  a  lot? 

» 

c.  Is  your  child  always  clearing  her  or  his  throat? 

d.  Does  your  child  pick  his  or  her  nose,  or  "punch  it  up"  a  lot? 
a.    Does  your  child  seem  to  have  swollen  glands? 

f .    Does  your  child  have  bad  breath? 

Questions  about  the  mouth  are  discussed  more  fully  in  another  Workbook, 
covering  dental  screening.    Some  typical  questions  appearing  in  the 
general  questionnaire  are: 

a.  Are  there  any  sores  on  your  child's  jaw,  gums  or  tongue? 

b.  Within  the  last  six  months,  has  your  child  developed  any  ir- 
ritations around  tha  gums  or  mouth? 

e.  Does  your  child  have  bad  taath?  special  problems  with  tha  teeth? 
d.    Does  your  child  grind  tha  teeth? 

a.    Does  your  child  drool  too  much? 





12.    EYES  AND  EARS 


Screening  for  eye  end  ear  disorders  is  covered  in  separate  Workbooks 
on  Vision  Assessment  and  Hearing  Assessment.    Here ,  we  include  only 
some  of  the  questions  which  may  be  asked  in  the  general  interview  or 
questionnaire  before  the  child  goes  through  the  specific  screening 
tests. 

Eye»: 

a.    Eas  your  child  within  the  past  six  months: 
—developed  frequent  eye  irritations? 

-had  trouble  seeing  objects  either  close-up  or  at  a  distance? 
-shown  a  tendency  for  her  or  his  eyes  to  cross?  Do  you  think 
your  child  is  cross-eyed? 

Is  your  child  having  a  problem  with  watery  eyes? 
Are  his  or  her  eyes  often  itchy?    Do  they  burn? 
Have  there  been  any  discharges,  like  puss,  from  your  child's 
eyas? 

Are  there  always  circles  under  your  child's  eyes? 
Do  you  think  your  child  has  a  vision  problem? 


Ears; 

a.  Within  the  past  six  months ,  has  your  child  had: 

-  trouble  hearing  or  ui J  standing  people's  voices; 

—  two  ex  more  ear  infections? 

b.  Does  your  child  have  a  tendency  to  pull  or  tug  at  the  ears? 
e.    Does  your  child  have  difficulty  talking?  tend  to  stutter? 
d.    Are  your  child's  ears  always  stopped  up? 
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e.    Does  your  child  often  complain  that  his  or  her  ears  hurt? 
Do  the  ears  drain  a  lot?    Do  they  have  a  bad  odor? 

■ 

13.  PSYCHO-SOCIAL 

■  ■ 

Health  is  a  broad  subject  that  can  mean  many  things.    A  person  may 
"feel  good"  while  a  variety  of  damaging  things  are  going  on  within 
the  body,  building  up  slowly  and  quietly  until  they  destroy  the  sense 
of  "feeling  good."    This  is  one  of  the  reasons  for  a  screening  pro- 
gram like  EPSDT,  to  try  and  find  out  what  is  wrong  even  before  the  child 
or  parent  becomes  aware  of  the  problem.    In  the  preceding  sections 
of  this  workbook,  we  have  grouped  together  these  possible  problems 
the  way  physicians  do,  by  body  system.    Yet  we  all  know  that  there  are 
many  problems  outside  this  "physical"  system. 

The  World  Health  Organization  (WHO)  defines  health  as  "a  state  of 
complete  physical .  mental  and  social  well-being,  and  not  merely  the 
absence  of  disease  and  infirmity."    It  is  easier  (or  at  least  it 
seems  easier)  to  ask  questions  and  get  answers  about  physical  well- 
being  than  about  mental  or  social  well-being.    However,  physical  prob- 
lem* do  not  stand  alone,  and  the  health  worker  must  have  some  under- 
standing of  the  ways  in  which  mood,  behavior  and  one's  environment 
affect  physical  well-being. 

The  purpose  in  asking  the  kinds  of  questions  included  in  this  section 
is  to  Identify  emotional  and  behavioral  problems  (of  the  family  as 
well  as  the  child);  but  equally  important  is  the  creation  of  a  back- 
ground of  family  attitudes  and  behavior  which  will  help  in  evaluating 
the  child's  health.    Fart  of  this  attitude  and  behavior  can  be  noted  by 
the  health  worker  as  the  child  and  parent  go  through  the  clinic.  Is 
the  parent  attentive  to  the  child's  comfort  and  safety  during  the 
teste?    Is  the  parent  patient  with  the  child?    Does  the  child  smile? 
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If  we  need  to  caution  the  health  worker  against  drawing  "medical" 
conclusions  from  interview  questions  or  observation  of  "symptoms," 
it  is  even  more  important  to  caution  against  drawing  conclusions  about 
"mental"  or  emotional  conditions.    Psychosocial  questions  are  often 
difficult  to  evaluate  because  we  tend  to  put  some  of  our  own  feelings 
Into  the  question  (and  answer).    It  i3  much  easier  to  ask  if  a  child 
has  been  coughing  than  to  ask  if  the  child  has  been  sleeping  in  a 
room  with  four  other  people.    And  the  parent—and  the  child,  if  old 
enough) — will  certainly  notice  a  "superior"  or  judgmental  reaction  by 
the  health  worker. 

Some  questions  about  mood  and  behavior: 

a.  Has  your  child  had  difficulties  with  toilet  training?  wet 
during  the  day  or  night? 

b.  Does  your  child  seem  to  have  special  fears?    frequent  night- 
aares?  bad  dreams? 

c-    Does  your  child  become  shy  in  front  of  other  people?  Would 
you  say  that  your  child  is  a  "loner?" 

d.    Is  the  child  overly  clinging  to  parents  or  persons  that  he  or 
aha  knows  well? 

a.    Bould  you  describe  your  child  as  irritable?  easily  upset? 
Ugh  strung  or  nervous? 

f .  Is  Jealousy  a  problem?    Does  your  child  seem  to  become  unrea- 
sonably jealous? 

g.  Does  your-  child  fight  a  lot?  go  Into  severe  temper  tantrums? 
begin  to  break  things  on  purpose? 

h.  Do  you  think  your  child  is  especially  disobedient?    Does  she 
or  he  sometimes  steal  things?  lie  very  often? 

1.    At  what  age  did  your  child  first: 
-roll  over? 
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•  walk  alone? 

-  sit  up  alone? 

-  stand  alone? 

-  say  20  Identifiable  words? 

j.  Has  your  child  shown  any  sign  of  a  speech  problem? 

k.  Does  your  child  appear  to  you  to  be  lazy? 

1.  Does  your  child  have  trouble  concentrating? 

m.  Does  your  child  often  appear  unhappy?    cry  excessively? 

n.    Does  your  child  try  to  hold  her  or  his  breath  for  long  periods 
of  time?    Do  you  often  have  to  spank? 

o.    Are  you  having  any  particular  trouble  managing  your  child? 

p.    Is  your  child  generally  happy  and  easy  to  care  for? 

q.    Does  your  child  suck  her  or  his  thumb?  bite  the  nails? 

Some  questions  about  school  and  home: 

a.    Has  your  child  been: 

-  attending  special  classes  or  a  special  school  of  any  kind? 

-  having  problems  with  school  work? 

-  receiving  instruction  at  home? 

-  getting  along  all  right  with  teachers  and  friends? 
^  b.    Does  your  child  like  school? 

c.  How  many  school  days  did  your  child  miss  last  term? 

d.  Are  there  any  serious  problems  in  the  family  you  want  to 
mention? 

e.  Does  your  child  have  repeated  conflicts  with  others  in  the 
household? 

£.    Is  the  child  being  raised  by  substitute  parents? 
g.    Does  the  mother  or  guardian  work? 
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h.    Would  you  like  to  have  other  children?    Would  you  like  help 
with  family  planning? 

1.    Do  you  have  arguments  with  the  other  parent  about  how  to  raise 
the  child? 

J.    Are  there  complaints  about  the  child's  living  quarters?  about 
his  bedroom  set-up? 

k.    Are  there  serious  money  and  employment  problems  in  the  family? 

14.    DISCUSSION  AND  GUIDANCE 

During  the  EPSDT  interviewing  or  question-reviewing  process,  every 
parent  will  have  questions  pertaining  to  her  or  his  child.    If  there 
are  no  such  questions,  then  the  health  worker  has  not  established  a 
sufficient  rapport  or  basis  for  communication  with  the  parent.  Many 
questions  and  Copies  will  come  up  time  and  time  again,  and  as  men- 
tioned earlier,  the  health  worker  should  use  these  occasions  to  pro- 
vide some  guidance  and  health  education  for  the  parent. 

The  topics  are  summarized  in  the  attached  chart,  with  an  approximate 
age  grouping.     (See  pages  122-123.) 

Miscellaneous  questions 

The  following  types  of  questions  may  also  appear  in  EPSDT  question- 
naires* or  may  be  useful  to  the  health  worker  in  special  situations: 

a.    las  your  child  ever: 

-  shown  a  marked  increase  or  decrease  in  appetite? 

-  been  unusually  thirsty  for  long  periods  of  time? 

-  lost  any  weight? 

-Jtsten paint,  clay,  plaster  or  other  unusual  things? 

-  swallowed  anything  harmful? 
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-  seemed  frequently  tired  or  listless? 

-  had  persistent  or  frequent  headaches? 

-  had  any  scrapes  or  wounds  which  healed  very  slowly? 

-  had  any  recurring  fever?  any  problem  with  fever? 

-  had  any  serious  accidents? 

b.  Do  you  think  your  child  is  overly  sensitive  to  heat  and  cold? 

c.  Has  your  child  seemed  tired  and  run-down  lately?  pale  or 
washed-out? 

d.  Does  your  child  have  trouble  going  to  sleep?  often  wake  at 
night?  sleep  restlessly? 

e.  Has  your  child  had  a  PKU  test  (blood  or  urine)?  any  other 
special  tests?  ... 
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1-2  months 


3-4  months 


5-7  months 


8-9  months 


10-12  months 


Sneezing 
Hiccups 

Irregular  breathing 

Strains  with  bowel 

movement 
Ease  and  force  of 

urination 

Vitamins 
Solid  foods 
Night  bottle 

Thumb sucking 

"Spoiling" 

Colic 

Startle  reflex 
Accidents 
Immunisations 


Respiratory  infec- 
tions 


Feeding 

Sleeping 
Play 


Feeding 

Night  crying 
Play 


Accidents 


Accidents 


Use  of  cup 
Finger  foods 


Play 

Discipline 


Accidents 


Likelihood  of  res- 
piratory infection 


When  to  start  toilet 
training 


Normal  drop  in  ap- 
petite • 
Vitamins 


Discipline 


Safety 

Getting  Into  things 


Coping  with  frus-    Fear  of  strangers 
trations  Separation  anxiety 

Attitude  of  father 

Schedule  to  fit  in 
with  family 


Fear  of  strangers    Independence  vs« 
Need  for  affection  dependency 
Normal  unpleasant  Negativism 
behavior 


J 


> 

15-16  months 


2  years 


3  years 


Temper  tantrums 

Obedience 

Reaction  cowards 
siblings 

Speech  development 
Toilet  training 


Immaturity 

Doesn't  share  or 
take  turns 

Need  for  peer 
companionship 


Care  of  teeth 

Behavioral  con- 
cerns of  the 
parent,  such  ass 


Discipline 


Need  for  peer 
companionship 


Dental  care 

Behavioral  con- 
cerns of  the 
parent 


bedwetting 
bad  dreams 
restless  sleep 
thumbsucking 


4  years  5-6  years 

Use  of  money  Allowances 


Readiness  for  school 
Span  of  attention 


Dental  care 


Behavioral  con- 
cerns of  the 
parent 


Behavioral  con- 
cerns of  the 
parent 
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QUESTIONS  "FOR  THE  TRAINEE 

o    On  what  major  sources  of  information  does  the  EPSDT  health 
profile  depend? 

o    Name  some  of  the  advantages  of  a  printed  questionnaire, 
o    Why  Is  a  family  record  important? 

o    In  what  form  do  gastrointestinal  disorders  most  often 
occur? 

o.  What  is  the  function  of  the  respiratory  system? 
o    Is  acne  related  to  hormone  activity? 
O    Can  you  define  health? 
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PERMANENTE  PEDIATRIC  MULTIPHASIC 
MEDICAL  HISTORY  QUESTIONNAIRE 


THIS  FORM  IS  TO  HELP  YOU*  DOCTOR  GIVE  YOU 
SETTER  HEALTH  CARE.  IT  IS  COMPLETELY  COH- 
PIOENTIAL  ANO  WILL  BE  PART  OF  THE  MEDICAL 
RfcCORD  PLEASE  COMPLETE  THIS  FORM  AS  BEST 
YOU  CAN.  IP  YOU  HAVE  DOUBTS  ABOUT  ANY  OP  THE 
QUESTIONS.  LEAVE  THEM  BLANK  ANO  WE  WILL 
ASSIST  YOU  ON  THE  DAY  OP  YOUR  APPOINTMENT. 


o*T« 


ii«th«»h 


MM.  KUUtlH 


POR  YOUR  CHILD  TO  HAVE  A  PEDIATRIC  MULTIPHASIC.  A  PARENT  OR  LEGAL  GUARDIAN  MUST  COMPLETE  AND  SIGN  THIS 
PORM.  BE  SURE  TO  BRING  IT  WITH  YOU  AT  THE  TIME  OP  YOUR  APPOINTMENT. 


CHILD'S  NAME. 


I  GIVE  PERMISSION  POR  MY  CHILD  TO  HAVE  THE  TESTS  INCLUDED  IN  THE  PEDIATRIC  MULTIPHASIC  EXAMINATION. 


Faaw  

  □ 

Signature 

  □ 

....  □ 

Dm 

YOUR  CHILD'S  HEALTH 


IDBITIFY1WG  DATA 

CHILD'S  AODRESS 
PHONE  NUMBER  _ 


□  □ana 

M.  0.  I.D.  i 


SEX  OP  CHILD:      MALE  (□       FEMALE  CI 


I FAMILY  HISTORY 
1.  HOW  MANY  CHILDREN  DO  YOU  MA  vet  (CreW  mm) 
12      3*34      T     9         9  m  mm 


2.  WAS  THIS  CHILD  YOUR?  lO—k  mmi 

PIRST  □  SECOND  □ 

THIRD  □  FOURTH  OR  LATER  □ 

S.  HAS  CHILD'S  MOTHER  HAD  ANY  MISCARRIAGES? 

TIlD     NO  Q 

4.  IS  THE  CHILD  ADOPTED?         YES  □     NO  □ 

5.  UST  NAME.  AGE  AND  SEX  OP  BROTHERS  AND  SISTERS. 


MDICATE  IP  FUU-  BROTHER  OR  SISTER. 


Full 


YES 

NO 

I.NAMC 

ace  si  n 

□ 

ai»  »  n 

□ 

□ 

□ 

□ 

mam    tmx  n 

□ 

4.  NOW  TALL  IS  CHILD'S  MOTHER?  PERT  INCHES 

7.  NOR  TALL  IS  CHILD'S  FATHER?  FIET  INCHES 

l  t>  HOW  MANY  PEOPLE  LIVE  AT  HOMR?  (O.I.  mm) 


9.  PLEASE  CHECK  IF  ANY  OF  CHILD'S  BLOOD  RELATIVES  EVER 
HAO  ANY  OF  THESE  CONDITIONS. 


MENTAL  RETARDATION  

SEVERE  ANEMIA  

ASTHMA.  HAY  FEVER  

BLEEDING  TENDENCY  

MENTAL  ILLNESS  

TUBERCULOSIS  

UNUSUALLY  SHORT  SIZE  

KIDNEY  PROBLEM  

BEEN  EXTREMELY  PAT  

INHERITED  OR  FAMILY  DISEASE 

DIABETES  

CONVULSIONS  OR  EPILEPSY.  .  . 
BIRTH  DEFORMITY  


i 
i 

u. 

m 

14 

|w 

Um 

• 

* 

i 

0 

m 
J 

3 

0, 

□  . 

□  . 

□  , 

□  . 

□  . 

a, 

□.. 

a, 

□,. 

a, 

□,. 

□  .. 

□.. 

a. 

a, 

a, 

□«. 

□« 

□  a. 

□., 

□,. 

a. 

□.. 

□.. 

□  », 

D„ 

□,. 

□.. 

a, 

□  ,. 

□.. 

□.. 

a, 

a, 

□«• 

a. 

a. 

a, 

□  .» 

a. 

a, 

□.. 

□.. 

□  m 

□., 

□.. 

□.. 

□., 

□  ., 

□., 

□.. 

□.. 

□« 

□  .. 

□.. 

a. 

a, 

□» 

□  ,. 

a, 

□„ 

a. 

□  ,. 

□  ., 

WRITE  IN  ANY  CONDITIONS  NOT  LISTED  ABOVE  THAT  RUN  IN  YOUR 
FAMILY;  


.10.  AT  THE  PRESENT  TIME,  WHO  USUALLY  CARES  POR  YOUR  CHILD 
DURING  THE  DAY  OR  AFTER  SCHOOL?  (CWI.  an*) 

CHILD'S  MOTHER  □  CHILD'S  FATHER  □ 

SOME  OTHER  FAMILY  MEMBER  □  FRIEND  Q 

BABY-SITTER  □ 
11.  DOSS  YOUR  FAMILY  SPEAK  A  SSCONO  LANGUAGE  AT  HOME? 

YEjQ     NO  □ 
IS.  IS  YOUR  CHILD  GENERALLY  IN  GOOD  HEALTH?  . 

YSSO  NOO 


•■••URIV.  »-Ftl 


*9«  2 

Check  any  of  the  following  dlsMSts  that  the  child  has  had: 

( — 1 10  day  or  Red  Meesles  □  Mumps  □  Pneumonia 

□  3  day  or  German  Measles        □  Chicken  Pox  □  Tubtrculosls 

( — 1  Scarlet  Fever  I    I  Rheumatic  Fever         O  Whooping  Cough 

Is  tha  child's  father  In  good  health?...  .....Yes  No 

Is  the  child's  Bother  1n  good  health?  Yes  No 

Do  the  CHILD  and  BOTH  parents  live  together?  Yes  No 

PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  ABOUT  ALL  YOUR  CHILDREN: 

Name  Age  Sex       State  of  Health  Lives  at  Home? 

(yes  or  no) 

1st  born^  1   

2nd  born         

3rd  bom       —   

4th  born     ,  

5th  born         

|  Has  the  child's  mother  had  any  abortions,  n  es,  or  st 

Have  any  of  your  children  died?  No  Y«$ 

Circle  any  of  the  following  diseases  that  the  child's  parents,  sisters,  brothers,  grand- 
parents, aunts,  uncles,  or  cousins  have  had: 

Diabetes  Birth  Defects  Bleeders  Asthma 

Rheumatic  Fever  Convulsions  Anemia  Hayfever 

Heart  Disease  Mental  Retaratlon  Cancer  Skin  allergies 

Other  Olseases:    ■   — —  — 

Has  your  child  grown  too  slowly?.  No  Y,s 

U  your  child's  appetite  usually  good?...  •  Yes  ^ 

Do  you  think  the  child  Is  (circle  one):   Overweight?    Underweight?  Normal? 

If  the  child  ellerglc  to  any  foods?  No  Y,s 

Is  your  child  allergic  to  any  medicines?  No  Ytl 

Has  the  child  ever  had  asthma  or  wheezing?  No  Y,f 

Has  the  child  had  trouble  with  nay  fevor?  No  Y,» 

Does  the  child  tend  to  hive  a  stuffy  nose  or  -constant  cold"?  No  Yes 

Please  go  on  to  next  page 


TO  BE  FILLED  OUT  AT  THE  MHC 
APPOINTMENT  BY  NURSE-PRACTITIONER 


PEDIATRIC  HEALTH  TESTING 
NURSE  PRACTITIONER  EXAMINATION 


mot  oone 


GENERAL  APfCAIMNCE 
ACTIVITY  on  ot veujn* 

2.  HEAD 

teres 

PUNOI  ON  RED  REFLEX 

PUPILS 

CONJUNCTIVA 

LID  MAR  CMS 

STRABISMUS 

OTHER  ABNORMALITY 

4.  EARS 

TYMPANIC  MEMBRANES 
OTHER  ABNORMALITY 

5.  NOSE 
EXUDATE 
TURBINATES 
OTHER  ABNORMALITY 

t . MOUTH  A  PHARYNX 
TEETH 
PHARYNX 

OTHER  ABNORMALITY 
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an 

rati 

an 
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1  HEART 
RHYTHM 

SIGNIFICANT  MURMUR 
OTHER  ABNORMALITY 

1  LUNGS  ANO  CHEST 
BREATH  SOUNOS 
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»•« 

as* 

••■a 
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H 

3=3 

aitj_J~oj 
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9.  IConl.)  AXILLARY  HAIR 
OTHER  ABNORMALITY 

10.  ABDOMEN 
LIVEN 
SPLEEN 
MASS 

OTHER  ABNORMALITY 


MALE 
TESTES 
PENIS 
SCROTUM 
BREASTS 
PUBIC  HAIR 


FEMALE  „. 
LABIAL  ADHESION 
CLITORAL  SIZE 
MENSES  STARTED  (huh, 
PUBIC  HAIR  ,|t 
BREASTS  ,tT 
'   OTHER  ABNORMALITY 

12.  SKIN  ,t, 
DIAPER  RASH 

ECZEMA 

ANAL  AREA 

OTHER  ABNORMALITY 

13.  EXTREMITIES  „, 
FEMORAL  PULSE 
SUSPECTEO  Hip  w  Peat  PROS 
OTHER  ABNORMALITY 

14.  BACK  ANO  SPINE  „, 

15.  NEUROLOGICAL  SYSTEM,, J 
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1*.  COMMCHTS  OR  SPECIFIC  ABNORMALITIES 


■.r.  ia.  □□□□□ 


ItlOMATURCI 


ItUPCAVItOIlT  PCOlATNlClANl 


.MO. 


.  MAS  YOUR  CHILD  EVER  MAO 


A  BROKEN  BONE  , 

BEEN  KNOCKED  our  a*  UNCONSCIOUS  . 
ANY  OTHER  SERIOUS  IHJUWY  

if  yes.  what*  


REPEATED  EAR  INFECTIONS 
PNEUMONIA  


ALLERGIC  REACTION  TO  POOD  

STREP  THROAT  - 

ROSEOLA  ("BART  MEASLES**)  

ASTHMA  

ALLERGIC  REACTION  TO  MEDICINE . .  

CONVULSION  

RED  OR  10-DAY  MEASI  PS  

GERMAN  OR  3-OAT  MEASLES  

CHICKEN  POX  

MUMPS  -  

SCARLET  FEVER"  

URINARY  TRACT  INFECTION  

CONVULSIONS  WITHOUT  FEVER  

ASTHMA  OR  WHEEZING  M  THE  PAST  TEAR 


J.  HAS  YOUR  CHILD  MAO  ANY  OP  THESE  OPERATIONS? 

TES 

TONSILLECTOMY..  □•»« 

CIRCUMCISION  Dim 

APPENDECTOMY ".  □  •»* 

HERNIA  REPAIR  »  □  it* 

ANY  OTHERS  □'»• 


□ ... 

□ 

□ 

J 

□  IN 

r— ■ 

□ 

U.il 

□ 

□ ... 

□ 

□ ... 

□ 

□  .»* 

□ 

□  .». 

□ 

□ ... 

□ ... 

□ 

LJ.M 

J 

□ 

□ 

□  .at 

□ 

CD ... 

□ 

□ 

□ 

□  .*. 

□ 

IP  YES. 


4.  DOES  YOUR  CHILD  HAVE  FREQUENT 
COLDS.  COUGHS,  OR  RUNNY  NOSE?  .  . 


7.  HAS  A  DOCTOR  EVER  SACD  YOUR  CHILD  IS 
ALLERGIC?  


YES 


B.  HAS  YOUR  CHILD  EVER  SEEN  HOSPITALIZED 
•OR  AN  ILLNESS  OR  INJURY  MOT  ALREADY 

MENTIONED?  □ 


IF  YES,  WHAT?. 


NO 
□ 
□ 
□ 
□ 
□ 


NO 
□ 


MEDICATIONS  AND  IMMUNIZATIONS 

YES  NO  YEAR 

1.  DID  CHILD  HAVE  INITIAL  BABY  SERIES  ■-, 

Of  3  DPT  SHOTS?                                    □  [J  , 

I4T  ••■  it* 

2.  DID  CHILD  HAVE  INITIAL  BABY  SERIES          _  _ 

OP  2  (or  3)  ORAL  POLIO?                              □  □  - 

1*0  it  i  ill 

3.  HAS  CHILD  HAD  A  OPT  OR  DT  BOOSTER  _ 

IN  PAST  S  YEARS?                                      [j]  Ij] 

4.  HAS  CHILD  HAO  AN  ORAL  POLIO 

BOOSTER  IN  PAST  5  YEARS?                         □  □  - 

iii  it?  it. 

5.  HAS  CHILD  HAD  SMALLPOX  VACCINATION 

IN  PAST  S  YEARS?                                       □  □  , 

itt  ita       it  I 

6.  HAS  CHILD  HAO  A  MEASLES  VACCINATION 

("REGULAR  MEASLES")?                              □  □  , 

it*  it>  Iii 

7.  HAS  CHILD  HAO  MUMPS  VACCINE  SHOT?  ..  .    Q  D  ... 

it*  itt  III 

(■  HAS  CHILD  HAO  GERMAN  MEASLES 

(RUBELLA)  VACCINE  SHOT?                          □  □  __ 

itt  it*  III 

».  HAS  CHILD  EVER  HAO  A  POSITIVE  _ 

TUBERCULIN  TEST?                                  Irf  Q 

10.  HAS  CHILD  HAO  A  TUBERCULIN  TEST             _  __ 

IN  THE  PAST  YEAR?                                    □  □  - 

if*  ■>«         I i . 

11.  DOES  YOUR  CHILD  TAKE  FLUORIDES             _  _ 
BY  MOUTH  (FOR  TEETH)  REGULARLY?            □  □ 

I??  <7t 

12.  DOES  YOUR  CHILD  TAKE  VITAMINS 

REGULARLY?                                            □  □ 

13.  DOES  YOUR  CHILD  TAKE  ANY  OTHER 

MEDICINES  REGULARLY?                              □  □ 

IP  YES,  WHAT?  ________________________ 

14.  HAS  YOUR  CHILD  EVER  SEEN  A  OENTIST?  . .  □  □ 

15.  HAS  YOUR  CHILD  SEEN  A  DENTIST  IN             _  _ 
THE  PAST  YEAR?   □  □ 

I*.  DOES  YOUR  CHILD  HAVE  A  OENTAL               _  _ 

PROBLEM?   □  □ 


f .  HAS  YOUR  CHILD  EVER  HAO  ALLERGY 
TESTIHC?   


IQERTIFYIHG  DATA 

I.  CHILD'S  FATHER'S  PRESENT  AGE?  . 


.YEARS 


2.  WHAT  IS  THE  CHM-TS  FATHER'S  USUAL  OCCUPATION? 


IDENTIFYING  DATA  (mm***.) 

S.  MOTHER'S  AGE?   YEARS  . 


.MONTHS 


6.  DOES  MOTHER  HAVE  AN  OCCUPATION  OTHER  — 
THAN  HOUSEWIFE?  YISU 


IP  YES,  WHAT? . 


NoD 


I.  WHAT  IS  YOUR  CHILD'S  FATHER'S  RACE?  (CWek  mI 

'  .  wV-l   1  WWPi                     ~TS  m  -.SUVJU^N  Wvn*  1  VN >t 

YESU  NOU 

•HITE  CAUCASIAN     Q  <M 

BLACX -NEGRO 

IP  YM  WHO? 

.YELLOW  •ORIENTAL.    □  ■«• 

OTHER 

«.  PLEASE  CHECK  THE  ONE  BOX  THAT  BEST  DESCRIBES  MOTHER'S 
PRESENT  STATUS. 

MARRIED  □            REMARRIED  □      NEVER  MARRIED  □ 

4.  WHAT  IS  YOUR  RACE?  (MOTHER)  (1 

SEPARATED  □              DIVORCED  □                WIDOWED  □ 

WHITE-CAUCASIAN     Q  Ml 

□  l«« 

9.  THIS  CHILD  IS  NOW  LIVING  WITH  WHOM? 

1     YILLO" -ORIENTAL    □  «*• 

OTHER 

□  lM 

• 

MOTHER  □     FATHER  □      OTHER  □ 

1*  ATMM  WMATT 

IF  OTHFR  WHO? 

THANK  YOU  FOR  COMPUTING  THIS  FORM  -  00  NOT  00  ANY  FURTHER 


HIWATAL  HISTORY  OF  CHILD'S  MOTHER 

!.  WO  YOU  HAVE  ANT  0*  THESE  ILLNESSES  DURING 
PREGNANCY  WITH  THIS  CHILD? 


MEASLES  DURING  FIRST  3  MONTHS  , 

OTHER  INFECTIONS  

IF  YES,  WHAT?  


YOUR 

YES  NO 

□  □ 

□  □ 


BLEEDING  DURING  FIRST  3  MONTHS  . 
BLEEDING  DURING  LAST  3  MONTHS  . 

SEVERE  VOMITING  OR  NAUSEA  

HIGH  BLOOD  PRESSURE  

ALBUMIN  OR  PROTEIN  IN  URINE  

PUFFIN  ESS  OR  SWOLLEN  ANKLES  .  .  . 
DIABETES  OR  SUGAR  IN  YOUR  URINE . 

ANY  SERIOUS  DISEASE  

IF  YES,  WHAT?  

ANY  X-RAYS  


□ 
□ 
□ 


□ 
□ 


□  □ 

□  □ 


□ 
□ 
□ 


□ 
□ 
□ 


□  □ 


IF  YES,  FOR  WHAT?. 


3.  WHEN  YOU  WERE  PREGNANT  WITH  THIS  CHILD  DID  YOU 
TAKE  ANY  OF  THESE  MEDICINES? 

YES 

  □ 

  □ 

  □ 


VITAMINS  

IRON.  

ASPIRIN  

MEDICINE  FOR  NAUSEA  OR  VOMITING  RELIEF 

MEDICINES  FOR  BOOT  SWELLING  

MEDICINE  FOR  HIGH  BLOOD  PRESSURE  

MEDICINES  FOR  INFECTIONS  

•SLEEPING  MEDICINE  
ANY  OTHERS  
IF  YES,  WHAT?  ,  


8 


NO 
□ 

c 
c 
c 
c 
c 
c 
c 
□ 


S.  DURING  YOUR  PREGNANCY  WITH  THIS  CHILD 
DIO  YOU  SMOKE  CIGARETTES?  

V  YES,  DIO  YOU  SMOKE  2  PACKS  A  DAY 
OR  MORE?   

OR  1  TO  2  PACKS  AOAY?  

OR  LESS  THAN  1  PACK  A  DAY?  


YES  NO 


i.  MOW  MUCH  010  YOUR  CHILD  WEIGH  AT  BIRTH? 
 POUNDS   


OUNCES 


S.  DIO  YOUR  CHILD  HAVE  ANY  OF  THESE  PROBLEMS  AT  BIRTH? 

YES  NO 


PREMATURE  

JAUNDICE  OR  YELLOW  COLOR  

DIFFICULTY  WITH  BREATHING  DURING  FIRST 
FEW  DAYS  

ANEMIA  (LOW  BLOOO)  

INFECTION  

RH  FACTOR  

BLOOO  TRANSFUSIONS)  


□ 
□ 


8n 


8:8 


□ 
□ 


□ 
□ 
□ 


*.  OR)  YOUR  CHILD  HAVE  ANY  OF  THESE  PROBLEMS  AT  BIRTH? 

YES  NO 

*  POSTMATURE  OR  OVERDUE  (Ov-  3  mini   □ 

DIFFICULTY  IN  TAKING  FIRST  BREATH   □ 

ANY  OTHER  PROBLEMS)   □ 

.  IF  YM.  WHAT? 

7.  OR)  YOU  HAVE  ANY  OF  THESE  DIFFICULTIES  WITH  THE 

IT'S  BIRTH?  YU  H0 

LABOR  LONGER  THAN  U  HOURS   □  □ 

LABOR  LESS  THAN  2  HOURS     □  □ 

BLEEDING  DURING  LABOR  □  □ 


I.  DIO  YOU  HAVE  ANY  OF  THESE  DIFFICULTIES  WITH  THE  BABY'S 


BIRTH? 


CESASIAN  SECTION  

FORCEPS  OEU VERY  ...... 

BORN  FEET  FIRST  (BREECH) 


*.  DIO  YOU  TAKE  YOUR  BABY  HOME  FROM  THE  HOSPITAL  AT  THE 
USUAL  TIME?  YEsQ  NoD 

IF  NO,  WHY  NOT?  


PLEASE  CHECK  THE  ANSWER  TO  EACH  OF  THESE  QUESTIONS  BY 
MARKING  ONE  OF  THE  3  BOXES  AFTER  EACH  QUESTION  ANO 
ANSWER  ONLY  THOSE  OUESTIONS  WHICH  APPLY  TO  YOUR  CHILD 
AT  HIS  PRESENT  AGE. 

itov c  «vi«. 
txuc  mi 

1.  I  FEEL  THAT  GENERALLY  MY  CHILD'S  _ 

PHYSICAL  DEVELOPMENT  IS   □  □ 

2.  I  FEEL  THAT  GENERALLY  MY  CHILD'S  _ 

MENTAL  DEVELOPMENT  IS   □  Q 

3.  I  FEEL  THAT  GENERALLY  MY  CHILD'S  _ 

EMOTIONAL  DEVELOPMENT  IS   □  □ 

4*.  I  FEEL  THAT  THE  AGE  AT  WHICH  MY  _ 

CHILD  FIRST  SAT  UP  WAS   □  □ 

S.  I  FEEL  THAT  THE  AGE  AT  WHICH  MY 

CHILD  FIRST  WALKED  WAS   Q  □ 

.  *.  I  FEEL  THAT  THE  AGE  AT  WHICH  MY  _  _ 

CHILD  FIRST  TALKED  WAS   □  □ 

7.  I  FEEL  THAT  MY  CHILD'S  LARGE 
MUSCLE  COORDINATION 

(JUMPING.  PLAYING  BALL.  _  _ 

ETC)  IS   □  □ 

1. 1  FEEL  THAT  MY  CHILD'S  SMALL 
MUSCLE  COORDINATION 

(WRITING,  USING  SCISSORS,  —  — 

ETC.)  IS   □  □ 

».  I  FEEL  THAT  MY  CHILD'S  HEARING  IS  .  .  .         □  □ 

10.  I  FEEL  THAT  MY  CHILD'S  VISION  IS   □  Q 

U.  I  FEEL  THAT  MY  CHILD'S  GENERAL  _  _ 

SCHOOL  WORK  IS   □  □ 

U.  I  FEEL  THAT  MY  CHILD'S  READING  _  _ 

ABILITY  IS   □  □ 

13.  I  FEEL  THAT  MY  CHILD'S  ARITHMETIC 

ABILITY  IS   Q  Q 

14.  I  FEEL  THAT  MY  CHILD'S  ABILITY  TO  —  _ 

CONCENTRATE  ON  HIS  WORK  IS   □  □ 

15.  I  FEEL  THAT  MY  CHILD'S  SPEAKING  _  _ 

ABILITY  IS   □  □ 

1*.  I  FEEL  THAT  MY  CHILD'S  ABILITY  TO  _  _ 

GET  ALONG  WITH  OTHERS  IS   □  □ 

HISTORY  OF  PAST  ILLNESSES 

1.  DOES  YOUR  CHILD  HAVE  ANY  HEALTH  PROBLEMS  NOW? 

YEsD  noD 

IF  YES.  WHAT?  _____________________ 

2.  HAS  YOUR  CHILD  EVER  HAD  A  SERIOUS  ILLNESS? 

YES  O  NoG 

W  YES.  WHAT? 

3.  HAS  YOUR  CHILD  EVER  SWALLOWED  ANYTHING  HARMFUL? 

YBSO  noD 
IF  YES.  WHAT  WAS  SWALLOWED  ANO  AT  WHAT  AGE? 


□ 
□ 

□  , 

□  .04 

□  ,« 

□  ..0 

mmim 


Date  

I.0.#  

PRESCHOOL  HEALTH  QUESTIONNAIRE  " 
TO  BE  COMPLETED  BY  THE  CHILD'S  PARENT  OR  GUARDIAN 

Your  answers  to  the  following  questions  will  assist  us  1n  obtaining  an  accurate  and  complete 
Mdlcal  history  for  your  child,  and  help  direct  our  attention  to  your  concerns  when  we  dis- 
cuss with  you  your  child's  health. 

YOUR  PRESCHOOL  MEDICAL  STAFF 

Child's  Name  Birth  Oate  _Sex  Race 

Tasl  first  middle 

Parent  or 

Guardian  Address  Phone 

(or  message  phone) 

Which  doctor  or  clinic  has  been  taking  care  of  your  child? 
Approximately  when  was  your  child's  last  routine  check-up? 
Which  doctor  or  clinic  will  take  care  of  your  child  1n  the  future? 

If  seen  at  •         •  what  is  your  child's  clinic  number?  

CIRCLE  THE  CORRECT  ANSWER:    If  uncertain,  answer  with  a  question  mark.     EXAMPLE:  ©  Yes 


While  the  Mother  was  pregnant  with  this  child,  did  she  have  any  difficulties?  No  Yes 

Did  she  go  to  a  physician  or  clinic  regularly  during  her  pregnancy?  Yes  No 

S  the  baby  bom  within  2  weeks  of  the  expected  time?  Yes  No 

How  much  did  the  baby  weigh  at  birth   

Were  there  any  problems  during  the  labor  or  delivery?  No  Yes 

Was  there  anything  wrong  with  your  baby  at  birth?  ,No  Yes 

Old  the  baby  have  any  trouble  In  the  newborn  nursery?  No  Yes 

Old  your  baby  come  home  fro*  the  hospital  with  the  mother?  Yes  No 

Has  your  child: 

Ever  been  put  In  a  hospital?  No  Yes 

Had  his  tonsils  taken  out?  No  Yes 

Ever  had  a  severe  head  injury  or  been  knocked  out?  No  Yes 

Broken  any  bones?  -  No  Yes 

Ever  been  seriously  burned?.. '.  No  Yes 

Taken  any  medicines  or  poisons  accidentally?  No  Yes 

Had  any  other  serious  illnesses,  accidents*  or  injuries?  No  Yes 


Please  go  on  to  next  page 


4 

Which  hand  does  your  child  us*  to  eat  with  (circle)         Right        Loft  Both 

Wnlch  hand  does  your  child  use  to  draw  wlth(clrcle)  Right         Left  Both 

Which  hand  does  your  child  use  to  throw  a  ball  (circle)    Right        Left  Both 

Could  your  child  dress  himself  by  age  four?  -  Yes  No 

Could  your  child  say  understandable  words  (other  than  Mama  or  Dada)  by  age  18  mos.?....Yes  No 

Could  your  child  put  words  together  In  sentences  by  3  years?  Yes  No 

Does  your  child  understand  what  people  say  to  him?...;  Yes  No 

Does  the  child  like  to  be  read  to?  .  Yes  No 

Does  your  child  like  to  watch  TV?    Yes  No 

Do  you  think  your  child's  play  end  thinking  1s  as  good  as  most  children  his  age?  Yes  No 

At  this  time,  your  child  can  do  things  as  well  as  a  year  old. 

Circle  any  of  the  following  problems  your  child  has  had: 

Drooling  Falls  a  lot  Does  not  understand  speech  Stutters 

Clumsiness  Temper  Tantrums  Does  not  talk  well  Can't  sit  still 

Tlst  the  dates  on  which  your  child  received  the  following  Immunizations: 

# 

Basic  Series  Boosters 

0PT(3-1n-one)           

Polio  by  mouth    _______  _______   

Has  your  child  had  a  shot  for  ten  day  measles?  Yes  No 

Has  your  child  had  a  3  day  measles  shot  (German  measles  or  Rubella)  Yes  No 

Has  your  child  been  exposed  to  anyone  with  tuberculosis  (TB)?  No  Yes 

Has  the  child  been  skin  tested  for  TB?  Yes  No 

Wis  the  skin  test  negative  (no  reaction)?  Yes  No 

PLEASE  READ  AND  SIGN  THE  FOLLOWING  STATEMENT : 

I  give  my  permission  for  to  have  all  necessary 

medical  examinations.  Immunizations,  laboratory  tests,  and  treatments  from 
physicians,  dentists,  and  other  health  personnel  of  the  pre-school  health  program, 
and  I  authorize  them  and  any  other  health  professionals  who  have  taken  care  of 
my  child  to  share  medical  Information  when* necessary. 

Date  Signature  of  Parent  or  Guardian 


ptgt  3 

His  the  child  had  an  ear  Infection  more  than  three  times?-  Nc  Ye$ 

Has  the  child  ever  had  a  draining  or  running  ear?   .  Hq  ye$ 

Does  your  child  hear  well?  

Do  the  child's  eyes  ever  cross?   „   „  „ 

"       - —  no  Yes 

Does  your  child  see  well?  

Is  your  child  either  wearing  or  supposed  to  be  wearing  glasses?   No  Yes 

Does  your  child: 

Have  trouble  with  his  teeth?  — —    u  „ 

— —————No  Yes 

Have  a  heart  murmur  or  anything  wrong  with  his  heart?   No  Yt$ 

Have  a  rupture  or  a  hernia  of  the  groin  or  naval?  No  Yts 

Often  wet  the  bed?   u  v 

—  —  No  Yes 

Hive  trouble  with  his  feet  or  legs?  No  Ye$ 

Have  low  blood  or  anemia?  No  Ye$ 

|     Is  your  child  usually  happy?   ,  ;  Yes  ^ 

Does  your  child  get  along  with  other  children?   .  Yes  No 

Does  your  child  seem  different  from  other  children?  No  Ye$ 

Which  of  the  following  have  been  problems  (Circle) 

Won't  mind  Trouble  sleeping  Cries  too  much  Lying 

Clumsiness  Hlghtaares  Fights  too  much  Stealing 

Too  active  Hallbiting  Clings  to  Mother  Starting  Fires 

Easily  upset  Thumbsucklng  Clings  to  Friends        Too  Shy 

Bad  temper  Stuttering  Can't  toilet  train  Jealousy 

High  strung  or  nervous   Breathholdlng  Breaking  things  on       Can't  stick  to 

purpose       one  thing  long 

enough 

Has  yiur  child  ever  had  a  convulsion,  fit,  or  spell?  No  Yes 

Did  your  child  sit  up  by  himself  tt  9  months?  Yes 

Old  the  child  walk,  by  himself  at  15  months?  Yes  No 

Is  your  child  clumsy  with  his  hands?  —   No  Yes 

ftd  your  child  ride  a  tricycle  by  age  37—  —   Ye$  No 

Please  go  on  to  the  last  page 


REVIEW  OF  SYSTEMS  (HEALTH  PROBLEMS  ASSOC'O  WITH  BODY  PARTS  OR  FUNCTIONS) 
Th«  following  questions  have  been  arranged  1n  a  Health  Questionnaire  form,  which  can  be 
filled  out  by  the  parent  before.the  Interview,  assisting  the  historian  1n  obtaining  a 
■ore  compete  history,  and  saves  time  by  directing  attention  to  problem  areas. 

CIRCLE  THE  CORRECT  ANSWER  (If  uncertain,  answer  with  a  question  mark) 

Has  your  child  grown  too  slowly?  ,no  yM 

Is  the  child's  appetite  usually  good?  ye$  n0 

Do  you  think  your  child  1s  (circle  one):   Overweight?  Underweight?  Normal? 

Are  you  able  to  give  your  child  the  right  kind  of  food  to  grow  normally?......  yes  no 

Is  the  child  allergic  to  any  foods?  '.  no  yes 

Is  your  child  allergic  to  any  medicines?  no  yes 

Has  the  child  ever  had  asthma  or  wheezing?  no  yes 

Has  the  child  had  trouble  with  hay  fever?  no  yes 

Ooes  the  child  tend  to  have  a  stuffy  nose  or  "constant  cold"?  no  yes 

Has  the  child  had  an  ear  infection  more  than  three  times?    no  yes 

Has  the  child  ever  had  a  draining  or  runny  ear?  no  yes 

Does  your  child  hear  well?   .yts  no 

Do  the  child's  eyes  ever  cross?   .no  yes 

Does  the  child  see  well?  yes  no 

Is  your  child  either  wearing  or  supposed  to  be  wearing  glasses?  no  yes 

Ooes  your  child: 

Have  trouble  with  his  teeth?  no  yes 

Have  a  heart  murmur  or  anything  wrong  with  his  heart?   .no  yes 

Have  a  rupture  or  a  hernia  of  the  groin  or  naval?  no  yes 

Often  wet  the  bed?  no  yes 

Have  trouble  with  his  feet  or  legs?  no  yes 

Have  low  blood  or  anemia?  \  .'  no  yes 

Is  your  child  usually  happy?  yes  no 

Does  your  child  get  along  with  other  children?  yes  no 

Dots  your  child  seem  different  from  other  children?   .no  yes 


PAST  MEDICAL  HISTORY  AND  FAMILY  MEDICAL  HISTORY 
PREGNANCY  -  COMPLICATIONS,  AMOUNT  OF  PRENATAL  CARE,  AND  DURATION  OF  PREGNANCY: 

While  tht  mother  was  pregnant  with  tils  child,  did  she  have  any  difficulties? 

Old  she  go  to  a  physician  of  clinic  during  during  her  pregnancy? 

Did  the  pregnancy  last  the  usual  nine  months?  (or,  did  the  baby  come  on  time?) 

What  was  your  your  baby's  weight  at  birth? 
PERINATAL  -  COMPLICATIONS: 

Has  there  any  trouble  at  birth?  (or.  Was  there  anything  wrong  with  your  baby  at  birth? 

Did  your  baby  have  any  trouble  In  the  newborn  nuriery? 

Did  your  baby  come  home  from  the  hospital  with  you? 
ACCIDENTS,  INJURIES,  HOSPITALIZATIONS: 

Has  your  child:   Ever  been  put  1n  a  hospital? 

Had  his  tonsils  taken  out? 

Ever  had  a  severe  head  Injury  or  been  knocked  out? 

Broken  any  bones? 

Ever  been  seriously  burned? 

Taken  any  medicines  or  poisons  accidentally? 

Had  any  other  serious  accidents  or  Injuries? 

INFECTIOUS  DISEASES: 

Has  your  child  ever  had  measles?  (10-day  measles,  old  fashioned  or  hard  measles) 

Has  your  child  ever  had  rubella?  (3-rday  measles,  German  or  mild  measles) 

Has  your  child  ever  had  chicken  pox,  mumps,  whooping  cough  (pertussis),  or  puemonla? 

FAMILY  -  MEMBERS  IN  HOME.  NUMBER  OF  MOTHER'S  PREG'S  (gravity) .LIVE  BIRTHS  (parity),  and 
.   MISCARRIAGES  (abortus) 

Have  the  ch11d"s  parents,  grandparents,  aunts,  uncles,  brothers,  sisters,  or  cousins  had 
diabetes, rheumatic  fever,  heart  disease,  birth  defects,  convulsions,  mental  retarda- 
tion* asthma,  hay  fever,  skin  allergies,  bleeders,  anemia,  cancer,  or  TB? 


WORKBOOK  IV-B 


-125- 
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• 

Although  the  immunization  status  of  children  is  monitored  in  physi- 
cians' offices,  health  department  clinics  and  schools,  many  parents 
fail  to  have  their  children  immunized  at  the  earliest  age  feasible 
or  to  have  them  checked  at  regular  intervals.    It  is  therefore  one 
of  the  EPSDT  objectives  to  identify  and  immunize  every  child  who  has 
not  already  received  the  proper  immunization. 

There  are  seven  diseases  for  which  immunization  is  currently  recom- 
mended for  all  children:  diphtheria,  tetanus ,  pertussis  (whooping 
cough),  poliomyelitis  ("polio"),  measles ,  rubella  (German  measles) 
and  mumps.  Each  of  these  may  have  serious  consequences,  so  that  it  is 
important  that  every  child  be  completely  immunized. 

The  health  worker  can  check  the  child's  immunization  status  in  se- 
veral ways: 

1. '   Reviewing  immunization  records  in  the  child's  medical  chart 

(if  one  is  available) ,  or  records  kept  by  the  parents . 

2.  Interviewing  the  parent.    Verbal  reports,  of  course,  are  less 
valid  than  a  written  record,  and  the  following  guidelines 
may  be  helpful: 

a.  If  the  parent  specifically  recalls  that  at  least  three 
"baby  shots"  were  given  in  the  first  six  to  nine  months, 
the  health  worker  can  assume  that  the  DTP  shots  were  given. 

b.  If  a  parent  remembers  that  an  oral  polio  vaccine  was  given, 
the  health  worker  can  assume  the  statement  is  correct. 

c.  The  parent's  recall  of  a  "measles"  shot  may  indicate  that 
■  .         the  child  was  immunized  either  for  measles  or  for  rubella 

(German  measles).    Unless  the  parent  is  certain  which  one 
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was  given,  both  must  be  repeated, 
d.    When  information  about  past  immunization  is  very  .unclear 
or  uncertain,  those  in  question  should  be  repeated. 


If  the  health  worker  relies  on  the  parent's  verbal  report,  that  in- 
formation about  the  type  and  time  of  immunization  should  be  recorded 
and  given  to  the  parent  for  future  use,  together  with  a  schedule  for 
completing  any  immunization  still  required.    Whan  an  immunization  is 
actually  given,  the  purpose  and  type  should  be  explained  to  the  parent, 
and  a  written  record  of  the  immunization  should  also  be  provided. 

Tha  parson  administering  the  immunization  should  be  completely  fa- 
miliar  with  the  proper- technique  of  intra-muscular  injections,  and  with 
the  contraindications  (possible  reactions)  to  each  of  the  vaccines. 
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A  health  worker  other  than  a  physician  or  nurse  can  check  the  immu- 
nization  status,  prepare  the  proper  vaccines,  and  administer  the  in- 
jection (except  in  some  states  where  the  administration  of  intra- 
muscular vaccines  is  restricted  to  physicians  and  registered  nurses). 


Basic  Immunization 


Basic  immunization  (DPT:  Diphtheria,  Pertussis,  Tetanus)  generally 
consists  of  two  or  three  primary  injections,  depending  on  the  age  of 
tha  child  (and  the  type  of  injactihle  used  in  your  clinic),  and  a 
reinforcing  injection  about  seven  to  twelve  months  later.  Thia 
reinforcement  dose  is  an  essential  part  of  baaic  immunization,  and 
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Is  not  to  be  confused  with  a  booster  dose;  each  is  separately  scheduled. 


The  schedules  for  Immunization  suggested  below  are  quite  flexible, 
and  the  basic  Immunization  series  should  never  be  repeated  just  be- 
cause a  scheduled  injection  was  missed  or  delayed.    Complete  re- 
immunization  is  never  required  once  the  primary  Immunization  is  ac- 
complished; it  is  never  necessary  to  repeat  a  whole  Immunization  series. 

Routine  immunization  of  Infants  is  usually  started  at  two  or  three 
months  of  age  for  diphtheria,  tetanus,  pertussis  (whooping  cough) 
and  polio;  and  not  until  twelve  months  do  we  normally  immunize  for 
rubella  and  mumps.    The  chart  below  provides  a  check  list  for  im- 
munization status.    If  the  child  has  had  each  of  the  immunizations 
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Listed  for  her  or  his  age  group,  immunization  may  be  cons  id 
complete. 


* 
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SUGGESTED  CHECK-LIST  FOR  "COMPLETE"  IMMUNIZATION  STATUS 


Immunization  Received 

Age  Group 

2-4 

4-6 

6-11 

12-17 

18  mos- 

6-13 

14-2] 

mo  s 

mo  3 

mo  3 

mo  3 

5  yrs 

yrs 

yrs 

DTP  #1   

[] 

bd 

w 

« 

w 

w» 

u« 

TOPV  #1   

[] 

u 

u 

w 

Bd 

Bd 

DTP  #2  

• 

[] 

u 

M 

Be] 

6d» 

Bd» 

TOPV  #2   

• 

[] 

u 

u 

bd 

Bd 

Bd 

DTP  #3   

• 

• 

[] 

u 

• 

• 

• 

TOPV  #3   

• 

[] 

w 

• 

• 

• 

Measles   

• 

• 

[] 

6d 

Bd 

Bd 

Rubella  (German  measles)  ,  . 

• 

n 

W 

Bd 

Bd 

Mumps  ...... 

[] 

Bd 

U 

Ed 

DTP  #3  or  #4  (after  age  18  moa) 

[) 

.  • 

• 

TOPV  #3  or  #4  (after  age  18  moa) 

[] 

• 

• 

DTP  or  Td  #3,  #4  or  #5  (after  age  4) 

• 

[] 

TOPV  #3,  #4  or  #5  (after  age  4) 

[] 

Bd 

Td  within  the  last  10  years 

• 

• 

[] 

NOTE:    DTP  ■  Diphtheria  and  tetanus  toxoids  combined  with  pertussis 
vaccine 

Td    ■  Combined  tetanus  and  diphtheria  toxoid — adult  type 
TOPV*  Trivalent  oral  polio  vaccine 

[]    «  Do  at  this  age 

U    ■  Do  at  this  age  if  not  previously  done  on  schedule 
*     *  Or  Td  (that  is,  Id  can  replace  DTP  after  age  6) 

Examples  t    A  14-year  old  child  (last  column)  whose  only  diphtheria  and 
tetanus  Immunization  was  a  single  DTP  shot  in  infancy  would  require  two 
doses  of  Td  to  be  considered  "completely"  immunized.    Similarly,  a  six- 
year  old  child  who  had  received  two  doses  of  TOPV  in  infancy  would  re- 
quire only  one  further  dose  to  be  considered  "complete." 
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1.    Routine  Immunization  schedule  begun  in  infancy: 


age 
2  mos. 

4  DOS. 

6  mos. 

12  mos. 
1  1/2  yrs. 
4  to  6  yrs. 
14  to  16  yrs. 


vaccines 

DTP,  TOPV  (no.  1) 

DTP,  TOPV  (no.  2) 

DTP,  TOPV  (no.  3) 

Measles,  rubella,  mumps 

DTP,  TOPV  (no.  4;  reinforcing  doses) 

DTP,  TOPV  (no.  5;  boosters) 

Td    (and  continue  every  10  years) 


2.    Schedule  for  children  1  through  5  years  old,  not  immunized  in 


infancy : 


time  interval 
First  visit 

1  month  later 

2  months  later 
4  months  later 

6  to  12  months  later 

At  age  14  to  16  yrs. 


vaccines 

DTP,  TOPV  (no.  1) 
Measles,  rubella,  mumps 
DTP,  TOPV  (no.  2) 
DTP,  TOPV  (no.  3) 
DTP,  TOPV  (no.  4;  reinforcing 
doses) 

Td    (continue  every  10  years) 


3.    Schedule  for  children    6  years  and  older,  not  immunized  in 


Infancy; 

time  Interval 
First  visit 

1  month  later 

2  months  later 

6.  to  12  months  later 
At  age  14  to  16  years 


vaccines 
Td,  TOPV 

Measles,  rubella,  mumps 
Td,  TOPV 
Td,  TOPV 

Td    (continue  every  10  years) 


Generally,  the  Immunization  dosage  recommended  by  the  manufacturer  <&nd 
included  In  the  package  literature)  will  be  followed  by  the  clinic. 


-133- 


IMMUNIZATION 


The  program  physician  and  nursing  staff  should  make  sure  that  all 
health  workers  are  able  to  recognize  indications  that  individual  doses 
should  be  reduced  or  the  immunization  deferred.    Such  Indications  would 
include  a  history  of  allergy,  an  existing  infection,  or  certain  nervous 
conditions. 


Host  reactions  to  Immunization  will  be  mild.    It  is  neither  necessary 
nor  desirable  to  immunize  children  over  six  years  of  age  for  pertussis 
(whooping  cough),  and  the  cautions  to  be  observed  with  regard  to  rubella 
vaccination  of  older  girls  will  be  discussed.    Smallpox  immunization  is 
not  Included  in  EPSDT  programs,  in  part  because  this  is  no  longer  a 
major  disease  threat  in  the  U.S.,  and  in  part  because  reactions  may 
cause  a  problem. 
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Rubella 

Rubella,  commonly  known  as  German  Measles,  and  occasionally  called 
"3-day  measles,"  is  an  infectious  (contagious)  disease  caused  by  a 
virus,  usually  very  mild,  and  unless  a  complication  occurs, seldom 
needs  treatment.    Typically,  the  child  may  have  some  swelling  of  the 
glands  behind  the  ears  or  in  the  neck,  followed  by  a  face  and  body 
rash,  and  perhaps  a  low-grade  fever.    These  symptoms  may  last  for 
about  three  days. 

The  Importance  of  rubella — and  our  reason  for  discussing  it  here — 
Is  the  damaging  effect  it  may  have  on  the  fetus  (unborn  child) . 
The  first  three  months  of  pregnancy  are  the  most  dangerous,  and  ru- 
bella during  this  period  can  cause  a  wide  variety  of  birth  defects, 
Including : 

1.  Hearing  loss,  which  may  not  be  detected  until  the  child 
reaches  school  age. 

2.  Eye  defects — glaucoma,  clouding  of  the  cornea,  small  size 
eyeball,  cataracts  and  lesions  of  the  retina. 

3.  Cardiovascular  (circulatory  system)  defects. 

4.  Abnormalities  of  the  central  nervous  system  (CNS) ,  such  as  an 
abnormally  small-sized  head,  mental  retardation,  cerebral 
palsy,  or  behavior  disturbances. 

In  addition  to  these  defects,  other  problems  in  the  newborn  child 
nay  be  associated  with  rubella: 

1.  Small  size  at  birth  (sometimes  less  than  five  pounds,  uespite 
a  full-term  pregnancy) . 

2.  Bleeding  tendency  which  may  show  itself  in  infants  as  reddish 
or  purplish  spots  scattered  over  the  face  and  body. 

3.  Enlarged  liver  and  spleen. 

4.  Hepatitis  (Inflammation  of  the  liver),  which  usually  shows 
Itself  as  jaundice. 


< 

-135- 


IMMUNIZATION 


5.  Swollen  lymph  nodes. 

6.  Bone  lesions  (detectable  only  by  X-ray). 

7.  Low  red  blood  count  (anemia),  and  occasionally  a  low  white 
blood  count. 

8.  Pneumonia. 

9.  Brain  or  spine  diseases  (such  as  encephalitis  or  meningitis) 
which  may  appear  in  convulsions  or  other  symptoms. 

10.    Injury  to  the  heart  muscles,  with  symptoms  of  heart  failure 
and  abnormal  EC6  (electrocardiogram)  tracings. 

Infants  with  rubella  get  the  virus  "in  utero"  (before  birth) ,  but  it 
may  remain  for  several  months  after  the  child  is  born,  and  then  in- 
fect persons — such  as  health  workers — who  are  in  close  contact  with 
the  baby.    It  is  difficult  to  diagnose  rubella  without  completing 
a  blood  test,  because  many  mothers  will  be  completely  unaware  that 
they  caught  rubella  during  pregnancy,  and  the  symptoms  in  the  Infant 
are  easy  to  confuse  with  other  conditions. 

The  objective  of  rubella  immunization  is,  of  course,  to  protect  the 
pregnant  woman  by  erasing  the  disease  from  the  whole  population. 
Until  we  can  be  assured  that  the  disease  is  in  fact  no  longer  a 
threat,  however,  we  must * continue  to  advise  and  warn  pregnant  women 
of  the  hazard  of  their  being  in  contact  with  babies  who  may  be  infected 
with  it.    Infants  under  one  year  old  are  not  vaccinated  because  they 
may  not  develop  immunity  to  the  disease  at  that  age.    On  the  other 
hand,  it  is  very  Important  to  vaccinate  girls  before  they  reach  the 
age  of  puberty.    After  puberty,  rubella  vaccine  should  not  be  used 
unless: 

1.  blood  tests  show  that  she  is  susceptible  to  rubella,  and 

2.  It  is  certain  that  she  is  not  pregnant  and  will  not  become 
pregnant  for  eight  weeks  following  the  vaccination. 

With  respect  to  the  second  condition,  it  is  obviously  important  that 
the  health  worker  clearly  explain  the  disease  to  the  girl  being 
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vaccinated . 

There  should  be  no  need  to  remind  health  workers  that  when  there  is 
any  doubt  about  the  use  of  vaccines,  the  program  physicians  should 
always  be  consulted. 


IMMUNIZATION 


QUESTIONS  FOR  THE  TRAINEE 

o    For  what  diseases  is  Immunization  presently  recommendi 

o    Are  there  reactions  to  immunizations? 

o    What  la  the  objective  of  rubella  immunization? 

o    Where  do  infants  get  the  rubella  virus? 

o    How  can  you  check  the  immunization  status  of  a  child? 


WORKBOOK  IV-C 
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DEVELOPMENTAL  SCREENING 

Developmental  screening  is  a  broad  term  referring  to  the  iden- 
tification of  several  different  types  of  handicaps,  including: 

o  school  learning  problems 
o  severe  emotional  problems 
o  seizure  disorders 
o  mental  retardation. 

The  number  of  children  we  would  expect  to  find  with  developmental 
problems  depends  in  part  on  how  we  define  the  term.    One  defini- 
tion is  that  the  child  has  not  developed  enough  to  cope  with  his 
or  her  environment.    Or  we  may  look  at  development  a  bit  more 
narrowly  and  say  that  the  child  has  serious  school  learning  prob- 
lems.   There  are  also  such  descriptions  as  severely  distrubed 
or  psychotic  or  simply  troubled.    These  problems  call  for  dif- 
ferent caring  skills,  and  this,  too,  creates  some  confusion. 
A  child  with  a  seizure  disorder  should  be  under  the  care  of  a 
neurologist,  a  psychotic  child  under  the  care  of  a  psychiatrist 
or  clinical  psychologist.    Most  emotional  or  learning  problems 
come  within  the  field  of  the  psychologist,  while  mental  retar- 
dation requires  still  another  set  of  supportive  skills. 

Whatever  our  definition,  we  are  likely  to  find  more  develop- 
mental disabilities  than  any  other  kind  of  diability  for  which 
we  screen.    It  is  repeatedly  said  that  there  is  no  point  in 
identifying  problems  through  screening  if  we  are  not  prepared 
to  follow  up  with  some  sort  of  treatment.    This  has  particular 
force  In  the  case  of  developmental  screening. 

The  nature  of  the  handicap,  of  course,  determines  what  we  can  or 
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should  do  about  It.    Although  there  is  some  relationship  between 
these  developmental  problems,  their  causes  may  be  quite  different. 
Fbr  instance,  a  child  whose  development  is  delayed  because  of  a 
thyroid  deficiency  will  require  medical  treatment.    But  the  child 
whose  development  is  delayed  because  of  environmental  or  cultural 
deprivation,  needs  support  of  a  very  different  kind. 

There  is  some  relationship  between  developmental  problems  and: 

X.    Age:  more  developmental  delays  appear  as  the  child  grows 

older  and  is  expected  to  learn  more . 
2.    Family  income:  the  lower  the  family  income,  the  greater  the 

possibility  of  school  difficulties. 

Perhaps  the  first  problem  to  which  every  health  worker  must  be 
sensitive  is  this  one  of  definition  or  labeling.    If  we  say  that  a 
child  is  mentally  retarded,  we  put  in  motion  attitudes  on  the  part 
of  parents  and  teachers  which  may  make  it  impossible  for  that  child 
to  perform  even  at  the  level  at  which  she  or  he  is  capable.  If  we  say 
that  the  child  is  emotionally  disturbed,  this  may  be  translated  as 
snything  from  "crazy"  to  "incorrigible."    By  their  very  nature, 
"developmental"  and  "emotional"  disturbances  may  be  difficult  to 
specify,  and  it  is  easy  to  understand  why  parents  often  over-react. 
In  addition  to  the  expected  concern  over  "physical"  ailments,  many 
parents  experience  guilt  or  shame  over  "mental"  disabilities. 

The  definition  "failure  to  cope"  is  useful,  at  least  insofar  as  it 
tells  us  that  the  family  or  the  school  is  having  a  problem,  but  it 
does  not  tell  us  very  much  about  the  child's  problem.    Here,  then, 
is  where  the  health  worker  can  be  most  helpful.    If  through  the  ques- 
tionnaire/interview process  we  learn  that  the  mother  sees  her  child 
as  a  "problem,"  we  need  to  explore  further  and  see  if  we  can  get 
some  sort  of  picture  of  the  child's  family  and  home  environment. 
From  this  we  may  then  draw  some  clues  about  whether  the  problem  is 
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"medical"  or  "social,"  whether  the  focus  of  the  problem  ia  the  child, 
another  member  of  the  family,  or  some  outside  circumstance. 


°R  Social 

We  do_  know  two  things: 

1.  Whatever  the  developmental  problem,  the  sooner  we  identify 
it,  the  better.    The  nature  of  our  development  early  in  life 
forms  the  basis  for  successful  later  development. 

2.  Where  there  is  no  specific  treatment,  the  child's  strengths 
and  weaknesses  need  to  be  reviewed  with  the  parents. 

There  are  numerous  methods  used  in  developmental  screening,  and  the 
choice  for  an  EPSDT  program  will  depend  on: 

o  Which  type  of  problem  we  are  most  anxious  to  Identify  (learning, 
emotional,  neurological,  retardation,  etc.). 
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o   Which  children  we  want  to  screen  (every  child  up  to  6  years 
of  age?    groups  likely  to  have  developmental  problems?) 

o   The  availability  of  adequate  treatment  resources. 

Screening  for  developmental  problems  in  Infants  and  pre-school  children 
will  commonly  use  one  of  the  following  approaches: 

a.  Developmental  Questionnaires 

Often  referred  to  as  a  "primary"  screen,  to  be  given  to  all 
children  as  they  go  through  the  EPSDT  screening  process. 
Questionnaires  frequently  used  are  the  "Developmental  Screening 
Inventory"  (DSI) ,  and  the  "Rapid  Developmental  Screening 
Check  List." 

b.  Developmental  Screening  Tests 

These  are  more  accurate  than  the  questionnaires.  Examples 
are  the  "Denver  Developmental  Screening  Test,"  the  "Develop- 
mental Screening  Inventory,"  and  the  "Thorpe  Developmental 
Inventory."    Each  of  these  testing  methods  may  suggest  a 
different  frequency  of  screening.    Some  typical  approaches  are: 

(1)  Use  the  developmental  test  as  a  follow-up  "secondary 
screen"  on  any  child  indicating  problems  in  the  de- 
velopmental questionnaire. 

(2)  Use  the  developmental  test  for  every  child  at  9  months 
of  age,  at  3  to  5  years,  at  8  and  at  11  years  of  age. 

(3)  For  children  at  risk  (meaning  those  who  were  prema- 
ture or  had  a  low  birth  weight,  have  a  family  history 
of  developmental  disorders,  or  who  have  seizure  dis- 
orders), test  every  6  months  until  the  age  of  3,  then 
at  8  and  11  years. 

Some  developmental  teats  require  intensified  training  (and  periodic 
re-training)  of  staff.  However,  most  developmental  screening  tests 
can  be  administered  by  paraprofeasional  health  workers  with  only  a 
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little  special  training.    The  testing  materials,  questions  and  tasks 
for  the  child  to  perform  are  self-explanatory.    The  most  important 
skills  for  the  health  worker  are  proper  interviewing  techniques  (dis- 
cussed elsewhere  in  this  manual),  an  encouraging  manner  with  children, 
and  some  knowledge  of  what  to  observe.    This  last  skill  requires 
more  orientation  and  training  by  someone  experienced  in  the  field 
of  developmental  testing. 

The  health  worker  must  also  understand  that  child  development  does  not 
occur  "evenly,"  that  there  are  periods  of  progress  and  periods  of 
lag;  and  that  small  changes  in  the  pace  of  development  do  not  require 
referral  to  a  specialist.    On  the  other  hand,  where  there  are  "border- 
line" findings,  the  child  should  be  re-evaluated  by  a  physician  who 
can  then  help  make  the  determination  as  to  whether  psychological  or 
psychiatric  referral  is  necessary. 

In  most  EPSDT  programs,  developmental  screening  will  focus  on  infants 
and  pre-schoolers.    Older  children  may  be  tested  as  part  of  their 
school  program  with  such  methods  as  the  "Wide  Range  Achievement 
Test"  (WRAT),  and  If  those  test  results  are  available,  they  will  make 
a  useful  addition  to  the  child's  health  record.    If  not,  the  parent's 
report  of  the  child's  progress  in  school  is  generally  sufficient. 

Screening  for  severe  emotional  problems  has  been  widely  recommended, 
but  a  generally  appropriate  method  for  use  with  EPSDT  has  not  been 
determined,  and  should  be  left  to  the  decision  of  the  local  program 
managers. 

A  manual  for  developmental  assessment  and  testing  is  being  prepared 
for  HEW  by  the  Orthopsychiatry  Society. 

The  following  very  brief  description  of  the  Denver  Developmental 
Screening  Test  (DDST)    will  give  some  ides  of  the  type  of  questions 
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and  observations  used  in  this  type  of  screening. 

The  Denver  test  is  divided  into  four  sectors:  (1)  Personal-Social, 
(2)  Language,  (3)  Fine  Motor  and  (4)  Gross  Motor.    The  contents 
of  these  sectors—which  questions  or  tasks  are  to  be  used— varies 
with  the  age  of  the  child. 

(1)    Personal-Social  includes  such  observations  as  whether  the 
child  smiles,  resists  having  a  toy  taken  away,  plays  pat-a-cake 
or  waves  goodbye,  rolls  or  tosses  a  ball  back,  copies  household 
chores  such  as  sweeping,  dresses  alone,  and  so  on. 
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(2)    The  Language  sector  includes  listening  to  baby  sounds 
(cooing,  laughing,  squealing),  saying  "mama"  or  "dada,"  imitating 
sounds  made  by  parent  or  health  worker,  naming  parts  of  the  body, 
combining  words,  recognizing  pictures  of  familiar  objects, 
defining  certain  words,  finishing  sentences  such  as  "A  horse 
is  big,  a  mouse  is   and  the  like. 


146- 


(3)    Fine  Motor  tests  Include  whether  a  baby  can  follow  an  object 
with  Its  eyes,  can  grasp  a  rattle,  can  pick  up  a  raisin  (an  ability 
known  as  "plncer  grip") ,  can  stack  blocks  or  balance  them,  can  copy 
lines  drawn  by  the  health  worker;  In  a  general  way,  the  test  also 
explores  the  figures  a  child  can  draw. 


(4)    Cross  Motor  tests  Include  the  ability  of  a  baby  to  lift  her  or 
his  head  or  chest,  stand  or  sit  alone,  walk  with  good  sense  of  balance, 
walk  In  a  straight  line,  catch  a  ball  with  the  hands,  hop  on  one 
foot,  and  so  on. 

Scoring  on  all  such  tests  Is  related  very  closely  to  the  exact  age  of 
the  child.    An  example  of  a  simple  developmental  form  follows,  on 
pages  149-151. 
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DEVELOPMENTAL  SCREENING 


Page  1  of  3 


SCREENING  PROTOCOL 


Date 


Examiner 


Not  at  all    Poor  O.K. 


Copy:    1.  Square 

2.  Cross 

3.  Triangle 

Same:    1.  Baby 

2.  Clock 

3.  Fork 

Count:  Fingers 

Bane:  Key 

Pot  finger  on  nose 

Show  tongue 

Where  is  eyebrow? 

Point  to  elbow 

Pot  right  hand  on  nose 

Pat  left  hand  on  head 

Rapid  alternating  movements  of  hand 

Walk  a  line  toe-to-heel:    1.  Forward 

2.  Backward 

Hop 
Skip 

Catch  ball  or  bean  bag 

Repeat  up  to  five  numbers  (note  how  many) 

Visual  memory    (show  four  objects,  cover  ' 
and  remove  one,  then  ask 
which  is  missing) 
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Screening  Protocol 
Page  2  of  3 


Not  at  all    Poor  O.K. 


Dexterity: 


(alternatively:  show  three 
objects,  cover,  remove  one, 
ask  which  Is  missing) 

1.  Button  shirt  with  two  hands 

2.  Button  shirt  with  one  hand 


Show:    1.    Right  hand 

2.  Left  ear 

3.  Right  eye 

Show  how  you:    (indicate  hand/foot  used) 
Throw  ball 


1. 
2. 
3. 
4. 
5. 
6. 
7. 

8- 

COMMENTS 


Rate: 


1. 
2. 
3. 
4. 


Hammer  nail 


Cut  with  a  knife 


Turn  a  door  knob_ 

Use  scissors  

Use  eraser  

Kick  ball 


Step  on  a  bug_ 


Activity  level 

Distractablllty /attention  span 
Motor  co-ordination/ clumsy 
Speech  Impediments  or  distortions 
noted  (yes  or  no) 


12  3 
Low        Average  High 
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DEVELOPMENTAL  SCREENING 


The  Incomplete  Man    (a  rine  test) 
Ask  the  child:  "What  is  it?" 

Then  say:  «Yes,  it's  a  man.  He  has  only  one  leg.    You  finish 

the  rest  of  him." 
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DEVELOPMENTAL  SCREENING 


QUESTIONS  FOR  THE  TRAINEE 

o    What  is  developmental  assessment? 

o    Is  there  a  relationship  between  developmental  problems 
and  age  and  family  income?  Explain. 

o   What  does  "failure  to  cope"  mean? 

o   What  is  a  "medical"  problem?  J  * 

o    What  is  a  "social"  problem? 

o    Is  there  a  validated  method  for  screening  emotional  prob- 
lems? 
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WORKBOOK  IV-D 
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VISION  SCREENING 


Screening  children  for  vision  problems  is  an  integral  part  of  all 
EPSDT  programs,  not  only  because  of  the  obvious  importance  of  eye- 
sight* but  also  because  we  want  to  detect  vision  difficulties  which 
may  Interfere  with  the  development  and  education  of  the  child,  and 
which  may  cause  emotional  or  behavioral  problems.  Most  important, 
of  course,  is  that  if  vision  defects  can  be  discovered  and  treated 
early  in  life,  more  severe  problems — and  even  blindness — may  be  a- 
voided  later  on. 

Unlike  some  of  the  other  tests  and  procedures  included  in  EPSDT, 
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VISION  SCREENING 


Specific  Instructions  will  accompany  the  particulai 
equipment  used  in  your  EPSDT  program,  and  training 
cialiats  will  develop  testing  and  monitoring  procec 
you.  The  purpose  of- this  manual  is  to  give  you  a  j 
of  the  problems,  objectives  and  techniques  of  visic 
familiarize  you  with  the  more  common  tests,  and  to 
vision  screening  in  the  larger  framework  of  EPSDT. 


Lais  and 
(ion  spe- 
>  guide 
background 
tning,  to 
tu  place 


1.    Basic  Principles  of  Vision  Screening 


We  have  two  types  of  vision:  "straight  ahead  vision" 
Each  type  is  important  in  its  own  way.  Without  stra 
would  be  unable  to  read,  do  fine  work,  or  see  clearl 
Without  side  vision,  we  would  always  be  bumping  into 
not  notice  objects  approaching  us  from  the  side. 
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VISION  SCREENING 


The  first  vision  we  have,  at  birth  or  shortly  afterwsrds,  is  side 
vision.    This  means  that  babies'  vision  is  sensitive  to  mov-ment,  and 
they  can  follow  lights  and  moving  objects  long  before  they  can  make 
out  details  of  their  surroundings.    The  baby's  eyes  learn  straight 
vision  only  by  constant  practice  in  looking  at  and  concentrating  on 
the  finer  features  of  familiar  shapes  and  outlines. 


Under  normal  circumstances,  the  baby's  eyes  learn  straight  vision 
automatically  and  equally  in  both  eyes.    Each  eye  receives  its  own 
impression  or  image,  but  the  mind  combines  these  two  images  into  one. 
This  is  what  gives  us  binocular  vision:  ths  perception  of  depth, 
or  three  dimensions.    If  something  upsets  the  delicate  balance  and  close 
co-opsrstion  between  the  two  eyes,  we  get  the  very  uncomfortable 
sensation  of  "seeing  double."    The  natural  reaction  is  that  the  mind 
will  let  one  eye  do  all  ths  work  of  seeing,  and  ignore  the  image 
being  rsceived  by  ths  other  eye. 


VISION  SUKEENXNG 


The  most  common  reason  for  two  eyes  not  co-operating  is  faulty  align- 
ment of  the  eyes — that  is  to  say,  one  eye  is  turned  inward  or  out- 
ward with  respect  to  the  other.    Since  the  eyes  are  then  looking  in 
two  different  directions,  the  child  can  escape  the  annoyance  of  seeing 
double  only  by  mentally  shutting  out  the  image  from  one  eye,  and  un- 
less treatment  is  started  at  once,  that  eye  will  never  learn  clear 
vision.    This  condition  is  not  always  easy  to  notice.    Children  who 
are  obviously  cross-eyed  or  "wall-eyed"  should  be  brought  under  treat- 
ment right  away;  but  this  deviation,  or  "cast,"  may  be  very  slight 
and  difficult  to  detect.    The  good  eye  covers  up  for  the  faulty  one 
by  providing  the  necessary  straight  ahead  vision,  and  the  side  vision 
of  the  poor  eye  keeps  the  child  from  bumping  into  things.    The  parent, 
teacher  or  health  worker  may  then  often  assume,  incorrectly,  that  both 
eyes  are  functioning  well.    This  is  the  reason  that  it  is  essential 
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tat  each  eye  be  tested  separately. 

equal  vision  is  always  a  danger  signd. 
not  learn  the  habit  o.f  straight  ahead  vision,  It  becomes  lazy,  and  like 
a  unused  a   a  or  Itig  it  becomes  we  med  cal  term 

I  1  ion 

teated  early — before  : 
a    suit  tor  amblyopia  depends  largely  on    .  ge; 
r  ,i  faster  the  response.    An    eye  .  not 

lear  vision  by  the  age  of  seven  Is  ui  to  do  so  a 
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t    i  a^iy  also  e 

:ild; s  eyes  are 
s>_ra:i<dic.     It  develops  wh. 
one  eye  can  focus  more  clear- 
ly- "than  the  other,  and  the' 
mind  shuts  out  the  blurred 
vision  of  the  weaker  eye, 
which  then  becomes  unused, 

"lazy1*  or  amblyopic.  In  many  of  these  cases,  a  proper  eyeglass  pre- 
scription (no  child  Is  too  young  for  glasses)  will  insure  normal 
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development  of  both    eyes.    But  glasses  are  only  half  the  answer. 
The  "lazy"  eye  must  be  forced  to  learn  straight  vision  by  placing  a 
patch  on  the  normal  eye.    If  in  your  conversation  with  parents  you 
learn  that  they  have  a  child  for 
whom  patching  has  been  prescribed, 
you  should  ask  if  they  are  having 
trouble  keeping  the  eye  patched. 
The  process  is  not  a  pleasant  one 
for  the  child,  and  it  is  easy  to 
understand  how  parents  may  avoid 
regular  patching.    You  should  em- 
phasize the  importance  of  the 
treatment  while  recognizing  and 
being  sympathetic  to  its  diffi- 
culties. 

We  have  described  amblyopia  as  arising  when  the  eye  muscles  are  out  of 
balance: — a  condition  that  may  be  visible  to  you  as  cross-eyes  or 
squinting  (and  which  eye  specialist  may  refer  to  as  strabismus  or 
heterotxopia) .    But  amblyopia  may  be  associated  with  other  causes , 
or  we  may  not  be  able  to  find  out  the  cause  at  all. 

Actually,  the  most  common  problem  detected  through  vision  screening 
is  refractive  error — the  inability  of  the  eye  to  focus  correctly. 
The  diagram  at  the  top  of  the  next  page  shows  how  rays  of  light  are 
focused  by  the  lens  on  the  retina,  which  then  sends  the  image  to  the 
brain  through  the  optic  nerve.    Farsightedness  occurs  when  the  light 
rays  focus  behind  the  retina  (a  condition  called  hyperopia) ;  near- 
sightedness occurs  when  they  focus  in  front  of  the  retina  (the  condi- 
tion called  myopia).    When  the  light  rays  fail  to  focus  sharply  on 
the  retina,  we  find  the  condition  known  as  astigmatism.    All  of  these 
refractive  errors  can  generally  be  corrected  through  the  use  of  eye- 
glasses. 
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VISION  SCREENING 


Although  not  really  a  health  problem,  "color  blindness"  is  related  to 
the  child's  safety— for  example,  in  obeying  traffic  lights— and  both 
the  child  and  the  family  should  therefore  be  aware  of  this  limita- 
tion as  early  as  possible.    It  does  not  occur  too  frequently,  but  is 
more  likely  to  be  found  among  boys  than  girls,  and  among  white  than 
black  children. 

General  inspection  of  the  eve  is,  of  course,  part  of  all  vision 
screening.    Common  sense  will  alert  us  to  obvious  infections  or 
abnormalities,  and  to  such  conditions  as  excessive  blinking,  squinting 
or  teariness.    Some  abnormalities  may  be  inherited,  others  may  be  due 
to  prenatal  infection  or  to  injury.    Some  may  require  immediate  pro- 
fessional attention,  while  others  will  suggest  the  need  for  referral. 

2.    Eye  Care  Education  for  Parent  and  Child 

To  the  extent  that  we  all  learn  to  recognize  health  problems,  we  are 
all  "screeners"— of  ourselves  or  our  families.    The  purpose  of  a  for- 
mal acreening  program  such  aa  EPSDT  is  to  add  the  trained  observation 
of  a  health  testing  team,  but  we  must  always  keep  in  mind  that  "natural 
screening  and  referral  process  in  everybody,  and  reinforce  it  whenever 
and  wherever  we  can. 
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VISION  SCREENING 


The  entire  screening  process—orientation  of  the  child  and  parent  to 
the  program,  the  tests  themselves,  and  any  necessary  referral  and 
follow-up — must  therefore  continually  include  the  process  of  learn- 
ing, for  the  health  worker  as  well  as  for  the  parent  and  child. 

With  vision  screening,  as  with  many  other  tests  in  the  EPSDT  program, 
all  of  us — whether  professional  or  paraprofessional,  parent  or  health 
worker— need  to  understand  the  special  role  of  screening  and  how  it 
differs  from  a  professional  eye-examination.    Whenever  there  is  any 
doubt  about  a  child's  vision,  the  parent  should  be  encouraged  to  visit 
a  clinic  or  physician  or  other  professional  help,  regardless  of  how 
recently  the  child  had  a  vision  screening  test. 

We  can  make  sure  and  not  miss  too  many  of  these  suspect  conditions  if 
the  tests  are  done  carefully *  and  with  concern  for  each  parent  and 
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child.    We  will  discuss  later  some  of  the  clues  to  vision  problems, 
but  you  will  only  recognize  these  clues  If  you  are  attentive  to  the 
family  in  front  of  you  and  sensitive  to  their  attitude  and  expres- 
sions— spoken  or  unspoken.    Many  vision  problems  are  not  recognized 
by  parents  or  teacher's,  nor  by  the  child  itself.    A  child  with  faulty 
vision  may  think  that  everyone  sees  things  (or  does  not  see  things) 
the  way  she  or  he  does,  and  therefore,  has  no  reason  to  tell  about  a 
problem. 

The  parent's  acceptance  of  your  program  will  to  a  great  extent  reflect 
on  how  well  you  have  been  able  to  work  with  the  child.    All  vision 
tests  (except  those  used  for  babies)  require  the  child's  co-opera- 
tion.   This  in  turn  will  require  your  patience  and  imagination,  and 
your  skill  in  drawing  out  the  parent's  support.    Above  all,  you  must 
enjoy  working  with  children. 


At  the  beginning,  the  child 
may  be  uneasy  or  frightened 
because  of  the  strange  sur- 
roundings,   or  because  the 
smells  and  uniforms  in  a 
clinic  are  unpleasantly  asso- 
ciated with  pain  or  discomfort. 
The  child  may  become  reassured 
as  you  talk  with  the  parent; 
and  remember  that  the  child 
will  interpret  your  manner, 
and  the  tone  of  your  voice. 
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With  very  young  children,  you  may  often  have  difficulty  holding  their 
attention.    The  toys  and  pictures  used  in  their  tests  are  designed  to 
be  attractive,  and  sometimes  they  are  so  attractive  that  the  child 
plays  with  them  like  a  game,  and  does  not  want  to  follow  the  test 
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procedure.    For  somewhat  older  children,  the  testa  may  depend  on  the 
child's  ability  to  tell  one  direction  from  another,  or  to  recognize 
certain  forms  or  shapes  or  colors.    And  of  course,  the  child  must  be 
able  to  tell  you,  either  verbally  or  manually,  what  she  or  he  per- 
ceives.   Even  in  a  rather  simple  direction  test,  difficulties  may 
arise.    Some  right-handed  children  are  unable  to  turn  their  right 
hand  towards  the  right,  but  can  turn  it  towards  the  left,  and  vice- 
versa  for  left-handed  children.    You  should  be  aware  of  this  pos- 
sibility, and  when  it  occurs,  try  using  a  different  test. 

Most  children  can  be  reliably  tested  by  age  four,  although  you  must 
remember  that  children  will  react  in  a  variety  of  ways  not  only  be- 
cause of  age  or  maturity,  but  because  at  the  time  you  are  testing  them, 
they  may  be  hungry,  tired,  bored,  or  otherwise  distracted.  Again, 
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you  should  never  show  any  impatience.    If  the  child  cannot  pass  a 
particular  screening  test,  you  might  try  an  alternate  test  if  one  is 
available,  or  else  arrange  for  re-testing  on  another  day. 

You  will  often  have  to  decide  just  how  much  time  you  should  spend  on 
a  child  having  difficulty  with  a  particular  test.    As  we  mentioned 
earlier,  if  you  are  not  careful,  or  are  impatient,  or  move  too  quickly, 
you  may  miss  referring  a  child  who  is  in  need  of  further,  professional 
examination.    Or  on  the  other  hand,  you  may  too  quickly  assume  that 
a  child  cannot  pass  a  particular  test,  and  needlessly  upset  his  or 
her  parents  by  deciding  on  referral. 

Over-referring  ("finding  too  much")  is  not  as  serious  as  under-refer- 
ring ("finding  too  little"),  but  either  one  or  both  can  undermine  a 
screening  program.    A  parent  will  be  relieved  to  find  out  that  a  sus- 
pected problem  was  not  really  significant;  but  after  the  first  sense 
of  relief,  there  will  be  irritation  or  anger  at  the  screening  staff 
for  having  caused  the  worry  to  begin  with.     In  answer  to  the  question, 
"Why  did  I  have  to  take 
my  child  to  the  spe- 
cialist when  nothing 
was  really  wrong,"  the 
health  worker  must 
explain  that  screening 
units  are  designed  to 
detect  areas  of  weak- 
ness and  to  signal  us 
of  possible  danger — a 
first  step  before  di- 
agnosis— and  are  not 
designed  to  replace 
the  judgment  of  the 
eye  specialist. 


3-    Viaion  Screening;  Clinical  History  and  Questionnaires 

Vision  screening  in  an  EPSDT  program  should  consist  of  at  least  three 
parts : 

a.  Education  of  the  family,  and  orientation  of  all  of  the 
screening  staff,  in  eye  care. 
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b.  History  and  questionnaire. 

c.  Vision  tests    (see  sec.  4  below) 

It  is  the  second  item,  the  history,  that  concerns  us  in  this  section. 

The  physician  or  eye  specialist  who  ends  up  with  the  responsibility 
for  diagnosing  and  correcting  or  treating  a  vision  problem,  must  rely 
uponvbits  of  information  from  three  sources: 

(1)  His  own  observation  of  the  child 

(2)  The  results  of  vision  and  other  tests 

(3)  A  clinical  history  of  the  child  and  the  child's  family. 

The  person  doing  the  screening  has  an  important  effect  on    all  three 
of  these  information  sources,  and  consequently  has  an  important 
effect  on  the  amount  and  quality  of  information  reaching  the  specialist 
It  is  for  this  reason,  among  others,  that  the  health  worker  should  be 
multiply-skilled  and  family-oriented. 

In  the  hands  of  a  skilled  family  health  -worker,  the  questionnaire 
is  not  only  important  in  itself,  but  opens  the  door  to  a  dialogue 
with  the  parent  and  the  development  of  further  information. 

■ 

t 

The  history  is  pert  of  the  "petient  profile"  thet  the  eye  specielist 
will  look  et  if  the  child  neede  to  be  referred.    Thet  specialist  may 
very  likely  not  have  the  time  to  take  ea  in-depth  history J  she  or  he 
will  depend  on  the  petient  profile  and  therefore  on  your  skill  in 
helping  develop  it. 
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Many  questions  relating  to  eye  problems  will  be  included  in  this 
general  history-taking  process,  and  the  person  who  performs  the  vision 
tests  should  be  able  to  reveiw  that  history,  or  at  least  part  of  It, 
and  be  aware  of  any  clues  it  may  provide.    In  other  words,  the  family 
health  worker  must  understand  the  significance  of  certain  items  in 
the  general  history  which  can  help  identify  vision  problems;  that  is 
why  it  would  be  best  if  the  family  health  worker  is  multiply-skilled. 

Perhaps  half  of  the  children  who  fail  vision  screening  tests  also 
have  a  family  history  of  eye  disease,  or  certain  signs  or  symptoms 
which  suggest  eye  problems.    The  kinds  of  information  which  can  be 
obtained  from  the  mother,  or  perhaps  directly  in  the  case  of  an  older 
child,  and  which  would  suggest  the  possibility  of  a  vision  problem, 
Include: 

-  a  family  history  of  vision  defects  such  as  color  blindness 
or  cataracts 
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-  a  family  hlatory  oif  diabetes 

-  a  history  of  German  measles  or  of  venereal  disease  during 

the  mother's  pregnancy 

* 

-  a  prolonged  or  difficult  childbirth,  or  a  very  low  weight 
at  birth 

-  problems  of  the  child  immediately  after  birth — especially 
any  difficulty  in  breathing  which  required  long  uses  of 
oxygen 

-signs  of  deafness, cerebral  palsy,  or  mental  retardation. 

The  health  worker  should  also  determine  by  looking  at  the  child  (and 
by  asking,  if  the  child  is  old  enough),  or  by  asking  the  parent, 
whether  there  are  such  problems  as: 

-  frequent  headaches,  dizziness,  blurred  vision,  sensitivity 
to  light 

■e  crossed  eyes  or  eyes  turned  out;  or  rapid  movements  of  the 
eyes 

-  red,  swollen  or  encrusted  eyelids 

-  watery  eyes  or  discharges;  haziness  in  the  pupils. 

Remember  that  a  child  thinks  that  everyone  sees  the  way  she  or  he 
does,  and  so  may  not  complain  at  all  about  not  seeing  well,  not 
realizing  there  is  a  vision  problem. 

Certain  types  of  behavior  may  suggest  vision  problems,  and  although 
these  problems  may  be  identified  by  eye  tests,  the  behavior  clues 
may  be  available  from  the  child,  the  parent,  or  from  what  the  parent 
has  heard  the  teacher  say.    These  behavior-type  problems  might  include: 

-  holding  a  book  unusually  close  or  far  from  the  eyes  while 
reading 
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-  frequent  blinking,  squinting  or  rubbing  the  eyes 

-  unusual  head  tilting  or  turning 

-  poor  alignment  of  letters  when  writing 

-  confusion  in  reading  certain  letters,  such  as  between 

o  and  a 
e  and  c 
b  and  h 
n  and  r 

-  irritability  when  doing  close  work,  or  work  requiring  visual 
accuracy 

-  reluctance  to  join  games  which  require  distance  vision  or 
vision  accuracy 
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-  lack  of  attention  to  the  blackboard,  wall  chart  or  map 
lessons 

-  unusual  choice  of  colors  in  doing  art  work. 

Many  of  these  conditions  will  be  covered  in  the  questionnaires.  If 
they  are  not,  the  health  worker  nevertheless  needs  to  be  aware  of  then, 
ask  questions  about  them,  and  report  them  if  they  seem  significant. 

4.    Vision  Screening  Tests 

(1)    There  are  many  parts  of  our  vision  that  might  be  tested  for  a 
complete  eye  examination.     In  any  screening  program,  however,  we 
have  to  decide  on  a  few  tests  that  will  give  the  most  significant 
results:  the  tests  that  will  detect  the  most  important  and  common 
vision  problems  found  in  children.    None  of  the  eye  tests  is  completely 
satisfactory,  and  there  is  not  always  agreement  on  what  constitutes 
"normal"  vision  for  pre-school  children.    You  should  remember  that 
"testability"  is  not  an  absolute  term;  for  example,  a  child  may  respond 
differently  if  tested  at  home,  in  a  clinic,  in  a  physician's  office, 
or  at  school.  Or  a  test  may  have  been  designed  with  only  middle-income 
families  or  a  single  cultural  group  in  mind.    The  important  point  is 
that  whatever  tests  are  chosen  for  your  EPSDT  program,  their  success 
and  reliability  depend  on  the  training  and  attitude  of  the  health 
worker  performing  the  test.    Your  understanding  of  the  child's  growth 
and  development,  your  ability  to  work  with  young  children  and  their 
parents,  your  skill  in  preparing  the  children  for  the  test  procedures — 
these  are  what  are  most  important. 

The  tests  should  be  simple, so  that  they  take  as  little  time  as  possible. 
Small  children  tire  quickly,  are  easily  distracted,  and  will  not  pay 
attention  for  a  very  long  time.    Furthermore,  most  EPSDT  programs 
want  to  serve  as  many  children  as  possible  in  the  course  of  a  day. 


-170- 


We  also  wish  to  use 
tests  that  can  be  given 
by  health  workers  after 
a  reasonable  amount  of 
training  and  supervised 
practice,  and  which  do 
not  require  the  main- 
tenance of  complicated 
equipment. 


(2)  Whatever  the  tests  chosen  for  your  program,  they  can  generally 
be  categorized  as  follows: 


BIRTH  TO  2  OR  2  1/2 
YEARS 

General  external 
examination 


Gross  visual  acuity 
Pixation  test 


Pupillary  light 
reflex  (penlight) 


PRE-SCHOOL 


SCHOOL  AGE 


General  inspection  of  the  eyes  for  infection 
and  visible  abnormalities 

Central  distance  visual  acuity  (each  eye) 

(Directional  tests)  Snellen  chart 

Snellen  E 
Sjogren  Hand 

California  Clown 
Mich.  Jr.  Vision 
(Shape  recognition) 

Matching  letters  (Stycar) 
Pictures  (Osterberg;  Allen) 
Toys/blocks/peg  bench/games 

Tests  for  non-straight  eyes  (muscle  imbalance) 

Cover  test  Maddox  Rod 

Accomodative  ability 
Test  farsightedness 
with  a  plus  lens 


Color  Discrimination 
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Vision,  tests  for  infants  are  generally  based  on  reflexes,  and  will 
most  likely  be  done  by  a  physician  or  nurse  as  part  of  their  physical 
assessment  of  the  baby.    These  tests  are  "gross"— for  example,  we 
know  the  baby  is  not  blind  if  her  or  his  pupil  gets  smaller  when  light 
is  shined  in  the  eyes. 

It  is  around  2  1/2  to  3  years  of  age  that  we  can  first  do  subjective 
tests — that  is,  tests  where  the  child  communicates  a  thought.  You  may 
find,  however,  that  half  the  children  at  this  age  are  not  testable. 
In  fact,  the  most  common  pre-school  vision  test — the  Snellen  (Illi- 
terate) E — often  does  not  work  before  the  age  of  four. 

Three  years  old  is  generally  considered  the  best  time  to  screen  for 
amblyopia. 

Another  controlling  factor  in  the  minimum  age  for  vision  screening  is 
the  need  to  use  an  occluder.    An  occluder  is  simply  something  to  cover 
one  eye  while  we  test  the  other.     (Remember  how  important  it  is  to 
test  each  eye  separately'.)    The  occluder  may  be  a  pirate's  patch,  a 
one-eyed  mask,  a  cardboard  or  plastic  shield,  or  simply  a  card  held 
over  one  eye.    To  avoid  possible  transfer  of  infection,  a  separate 
card  or  patch  should  be  used  for  each  child.    Also,  the  card  or  patch 
should  not  put  any  pressure  on  the  eye,  and  the  child  should  keep 
the  "patched,"  or  covered,    eye  open.    Showing  the  child  how  to  use 
the  occluder  by  wearing  it  or  peeking  through  it  yourself  is  a  very 
good  way  to  break  the  ice  with  a  very  young  child  and  have  him  or  her 
join  you  in  doing  the  tests. 

(3)  Central  distance  visual  acuity  is  the  technical  way  of  describing 
the  ability  of  the  child  to  make  out  signs  or  letters  easily  and  at 
a  normal  distance.    It  is  probably  the  single  most  important  eye 
test  for  children  because  it  will  identify  more  children  in  need  of 
eye  care  than  any  other  test. 
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Visual  acuity  tests  for  older  pre-schoolers  (3  to  6  years)  are  gene- 
rally based  on  the  child's  ability  to  distinguish  directions.  The 
most  widely  used  of  these  tests  are  described  below,  and  although 
there  will  certainly  be  variations  from  program  to  program,  the 
principles  involved  are  the  same. 

Good  liRhtinft  is  essential  if  these  tests  are  to  be  at  all  accurate. 
This  means  that  the  letters,  pictures  or  other  materials  shown  to  the 
child  must  be  well-lit,  but  without  a  bright  light  or  glare  shining 
into  the  child's  eyes.    If  the  child  squints  when  asked  to  look  at 
the  card  or  picture,  this  may  be  .because  of  inadequate  lighting— or 
because  the  child  has  learned  to  improve  his  vision  by  narrowing  the 
eyes.    In  either  case,  the  child  should  be  asked  not  to  squint,  and 
the  lighting  should  be  checked. 
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The  "E"  Teat 

The  only  materials  required  for  this  test  are  an  "E"  card  and  some 
sort  of  occluder  so  that  each  eye  can  be  tested  separately.    The  card 
(or  the  instructions"  that  come  with  it)  will  indicate  the  distance 
at  which  it  is  to  be  used.    This  might  be  15  feet,  but  whatever  the 
length,  it  is  a  good  idea  to  cut  a  piece  of  string  to  that  length 
so  that  the  test  will  always  be  given  at  the  proper  distance.    If,  of 
course,  the  test  is  always  given  in  the  same  room,  you  need  only  mark 
a  spot  for  you  to  stand  or  sit  the  correct  distance  from  where  the 
child  will  be  placed.    Again,  be  sure  that  your  position  will  be  well- 
lit  and  without  glare  for  the  child,  and  that  if  the  test  materials 
include  a  hang-up  chart,  the  wall  is  bare  and  without  distractions, 
with  the  chart  close  to  the  child's  eye  level. 


First,  sit  down  with  the  child  and  explain  that  the  two  of  you  are  going 
to  play  a  "pointing  game."    Let's  suppose  you  are  working  with  a  girl 
for  the  moment.    Show  her  the  big  "E"  card  and  ask  her  what  it  is. 
If  she  can  not  describe  it,  tell  her  it  is  "the  letter  E,"  or  "a 
hand  with  three  fingers"  or  "a  table  with  three  legs."    Whatever  way 
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you  want  to  describe  it,  point  your  fingers  in  the  same  direction  as 
you  rotate  the  "E,"  and  then  ask  her  to  point  her  fingers  or  hold  her 
hand  "the  same  way  as  the  E  (or  chair  or  table  legs)."  Continue 
until  she  can  point  in  the  four  directions  without  help;  praise  her 
each  time  she  responds  (correctly  or  incorrectly) . 


If  the  child  is  unable 
to  understand  the  test, 
do  not  become  impa- 
tient or  show  either 
the  parent  or  the 
child  that  you  are 
disappointed.    Use  a 
picture  card  test 
(described  later) 
instead.    As  with 
nearly  all  screening 
tests,  the  health 
worker  must  use  care- 
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ful  judgment  In  the   

amount  of  time  to  be  spent  with  each  child.    The  child  and  the  parent 
must  not  feel  rushed,  and  you  must  take  the  time  you  need  to  do  the 
test  accurately  and  with  personal  attention.    On  the  other  hand,  you 
must  work  quickly  enough  so  that  the  child  does  not  tire  and  lose  at- 
tention. 


The  next  step  is  to  show  the  child  how  to  use  the  occluder,  by  holding 
it  to  your  own  eye  and  then  placing  it  in  her  hand  and  showing  her 
how  to  use  it  for  each  eye.     (Particularly  for  smaller  children,  the 
parent  or  another  health  worker  may  be  needed  to  hold  the  occluder 
in  place).    When  you  think  the  child  is  ready,  go  to  your  "testing 
position,"  show  her  the  large  "E"  and  ask  her  to  point  in  the  direction 
the  "E"  is  pointing.    If  she  answers  correctly,  you  can  then  begin 
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the  actual  test.    If  she  answers  incorrectly,  you  should  convince 
yourself  that  she  still  understands  the  test,  and  you  can  do  this 
by  moving  back  towards  her  and  showing  her  the  "E"  in  closer  posi- 
tions. 

The  actual  test  may  be  done  using  a  small  "E"  on  the  reverse  of  the 
card,  or  an  "E"  line-chart,  whichever  your  program  calls  for.  If 
you  are  using  the  small  "E",  rotate  it  while  covering  it  each  time 
you  turn  it.    Ask  the  child  to  point  in  the  direction  the  "E"  is 
pointing.    Most  procedures  suggest  that  you  do  this  until  the  child 
has  three  correct  responses  or  three  incorrect  ones .whichever  happens 
first.    If  you  are  using  the  line-chart,  point  to  each  one  of  the 
"E's,"  starting  with  the  largest  and  moving  down  to  the  smallest 
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for  which  the  child  can  show  the  direction.    Record  the  line  number 
of  that  smallest  "E"  on  the  form  provided. 

Whichever  form  of  the  test  is  used,  be  sure  to  test  each  eye  separately, 
and  make  sure  the  child  does  not  peek  around  the  occluder. 

Other  Directional  Tests 

Most  other  directional  tests  are  variations  on  the  Snellen  "E"  des- 
cribed above.    The  Sjogren  Hand  Teat  uses  a  picture  of  a  hand  with 
extended  fingers  (instead  of  the  "E"),  while  the  California  Clown 
Test  encourages  the  child  to  "do  as  I  do"  by  copying  the  position  of 
the  rotating  hand  on  the  large,  cut-out  clown.    These  tests  are  pro- 
bably more  interesting  to  young  children  than  a  simple  "E,"  but  they 
have  been  no  more  accurate.    The  Landolt  Broken  Ring  Test  is  also 
similar  to  the  Snellen  "E,"  and  asks  the  child  to  show  where  each 
ring  is  broken-    The  Michigan  Junior  Vision  Screening  Test  uses  a 
chart  sith  a  movable  "E"  in  the  center  and  four  simple  pictures 
around  it.    The  "E"  is  turned  so  that  it  points  to  each  of  the  four 
pictures,  and  the  child  then  indicates  the  position  of  the  "E"  by 
identifying  the  picture  to  which  it  points. 

Both  the  Snellen  nE"  and  the  Michigan  tests  also  come  in  "home  test" 
forms  that  can  be  distributed  to  the  parents  beforehand  so  that  they 
can  familiarize  their  children  with  the  procedures  before  coming  to 
the  screening  center.    This  has  the  added  advantage  of  involving  the 
parent  in  one  phase  of  the  testing  process. 

Matching  Letter  Tests 

Children  can  match  similar  letters  by  pointing  or  some  other  method, 
even  though  they  may  be  too  young  to  draw  them.    This  is  the  principle 
on  which  several  testa  have  been  devised,  of  which  the  Stycar  Test 
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from  England  is  probably  the  best  known.    A  five-letter  group  (0,  V, 
X,  T,  H)  is  used  for  children  as  young  as  two  years,  with  the  letters 
A  and  D,  and  C  and  L  added,  for  older  children.    A  somewhat  simpler 
version  of  this  kind  of  test  uses  symbols  instead  of  letters— square, 
circle,  triangle  and  so  on. 

Picture  Tests 

Of  the  various  picture  tests  which  rely  on  the  child's  ability  to 
recognize  familiar  objects,  the  Allen  Picture  Cards,  the  Osterberg 
Chart,  and  the  American  Optical  Kindergarten  Chart  are  probably  the 
most  commonly  used  for  children  2  1/2  to  3,  and  for  older  children 
who  have  difficulty  with  the  "E"  kind  of  tests.    The  pictures  usually 
consist  of  familiar  objects  (man,  horse,  scissors,  car,  telephone  and 
the  like),  and  the  child  is  considered  able  to  perform  the  test  if 
he  or  she  can  name  four  or  more  pictures  in  a  set,  at  close  range  and 
without  an  occluder. 

Let  us  suppose  we  are  working  with  a  boy  this  time.    You  should  first 
review  the  pictures  with  him.    If  he  names  a  picture  incorrectly, 
that  incorrect  name  can  be  used  (don't  correct  him,  but  remember  it) 
provided  he  uses  it  whenever  he  sees  the  picture.    For  example,  if  he 
calls  an  airplane  a  car  and  continues  to  call  it  a  car  on  re-checking, 
you  can  use  that  card.    If  he  does  not  name  the  picture,  tell  him  what 
it  is.    Then  show  him  the  card  again  and  see  if  he  can  name  it  with- 
out help.    Do  not  use  the  pictures  which  he  names  differently  each 
time  or  which  seem  to  confuse  him. 

Next,  show  him  how  to  use  the  occluder,  and  move  to  your  testing 
position.    Show  him  the  pictures  one  at  a  time  until  he  has  named 
three  of  them  correctly,  or  has  given  three  wrong  answers  (whichever 
comes  first) .    Then  record  the  result  in  the  form  which  is  provided 
with  the  test. 
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Remember  that  this  test,  like  all  the  others,  must  be  Riven  separately 
for  each  eye,  and  that  the  lighting  on  the  picture  cards  must  be  good. 
In  most  cases,  you  can  get  good  light  with  an  ordinary  goose-neck 
lamp  with  a  metal  shade,  using  a  75-watt  bulb  and  placing  it  about 
five  feet  from  the  chart  or  where  you  are  holding  the  cards. 

Toy  and  Game  Tests 

Tests  using  miniature  toys  or  games  such  as  jig-saw  puzzles  or  ball- 
playing  have  the  advantage  that  they  tell  us  something  about  the  child's 
vision  in  a  practical  way,  when  he  or  she  is  doing  the  sort  of  thing 
that  can  go  on  any  time  during  the  week.    These  tests  are  also  fun  for 
children,  are  easy  to  give,  and  can  be  used  with  children  who  reject 
or  have  difficulty  with  other  tests. 
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But  there  are  disadvantages,  too.    The  results  of  these  tests  are  hard 
to  measure  or  "standardize,"  and  they  are  not  too  accurate.    This  makes 
it  difficult  to  decide  which  children  should  be  "passed,"  re-tested,  or 
referred.    Also,  children  may  become  upset  when  they  have  to  stop 
playing  or  have  to  give  back  the  toys. 

Some  programs  may  use  toy  and  game  tests  for  other  purposes:  to  learn 
something  about  the  child's  development  or  co-ordination.    It  is  im- 
portant to  be  aware  of  the  vision  aspect  no  matter  what  the  main  pur- 
pose of  the  test.    Again,  when  a  child  has  difficulty  with  a  test,  you 
must  find  out  whether  it  is  because: 

(1)  the  child  has  a  vision  problem 

(2)  the  test  is  inappropriate  for  some  reason 

(3)  the  child  is  tired  or  distracted  and  should  therefore  be 


-180- 


be  re-tested  at  a  later  time  or  date. 

A  final  note  on  using  toy  or  picture  tests:  be  sure  that  they  repre- 
sent objects  familiar  to  the  child  you  are  testing,  so  that  she  or  he 
can  readily  identify  them. 

Fixation  Test 

This  test  is  for  younger  children  (see  chart  on  page  171) ,  but  may 
also  be  useful  if  an  older  child  cannot  be  tested  properly  with  any 
of  the  other  visual  acuity  tests  we  have  described. 

The  principle  behind  the  Fixation  Test  is  simply  to  determine  if  each 
of  the  child's  eyes  will  follow  a  moving  penlight  (small  flashlight). 
The  usual  procedure  is  as  follows: 

1.  Hold  the  penlight  close  to  your  face — arm's  length  from  the 
child — and  cover  one  eye  of  the  child  with  your  free  hand. 

2.  Move  the  light  from  side  to  side,  and  see  if  the  child's  eye 
follows  the  light. 

3.  Then  cover  the  other  eye  and  repeat  the  procedure. 

If  the  child  does  not  follow  the  light 9  try  to  make  sure  that  he  or 
she  has  not  simply  lost  inte.rest  in  it.    But  there  is  another  way  in 
which  this  test  will  reveal  faulty  vision:  if  the  child  has  one  weak 
eye,  he  will  usually  object  to    the  good  eye  being  covered,  and  will 
try  to  push  your  hand  away,  or  even  start  to  cry.    This  will  not  happen 
if  you  cover  the  bad  eye. 

4.    Tests  for  non-straight  eyes  (muscle  imbalance)  / 

Muscle  balance  tests  may  be  difficult  to  administer  because  they 
require  considerable  co-operation  from  the  child,  and  the  "normal" 
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or  "abnormal"  results  nay  not  coincide  with  the  results  of  other  kinds 
of  tests.    Furthermore,  muscle  balance  tests  depend  on  what  you  see,  not 
on  what  the  child  indicates  he  or  she  has  seen,  and  this  requires 
considerable  practice  in  both  giving  the  test  and  interpreting  the 


results , 


The  most  common  muscle  balance  tests  for  pre-schoolers  are  the  cover  . 

and  the  Pupillary  Light  Reflex  teat  (also  called  the  Corneal 
Light  Reflex,  Corneal  Reflection,  or  Hirshberg  test). 

Cover  Test 

1.  Cover  one  of  the  child's  eyes  with  your  hand  or  thumb,  but 
without  touching  the  face  or  eye. 

2.  Hold  a  penlight  near  your  face,  point  it  towards  the  child,  and 
attract  the  child's  attention  to  the  light  by  moving  it 
slightly. 

-    3.    While  the  child  is  looking  at  the  light,  quickly  move  your 
hand  or  thumb  to  cover  the  other  eye.    See  if  the  eve  moves 
as  it  is  being  uncovered. 

If  the  just-uncovered  eye  moved  to  see  the  flashlight,  it  is  not 
straight.    The  principle  used  here  is  that  if  a  person  has  truly 
straight  eyes,  both  are  aimed  in  the  same  direction,  even  when  one 
is  covered.    But  if  a  person  has  a  tendency  to  have  crossed  eyes  or 
eyes  wandering  out,  the  eye  that  is  covered  will  turn  in  or  out. 

When  the  hand  is  switched  over  to  the  eya  looking  at  the  penlight, 
the  eye  just  uncovered  will  be  seen  to  swing  from  its  turned-in  or 
turned-out  position  in  order  to  look  at  the  light.    For  example: 
suppose  someone  has  a  right  eye  that  turns  in  towards  the  nose.  When 
this  eye  is  covered  with  your  hand,  it  is  turned  in.    The  left  eye  is 
looking  at  the  penlight.    When  the  hand  is  switched  to  cover  the  left 
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eye,  the  just-uncovered  right  eye  will  swing  outward  in  order  to  see 
the  light. 

As  mentioned  above,  practice  is  necessary  to  do  this  test  correctly. 
The  child  must  watch  the  penlight  steadily  for  at  least  a  short  time, 
and  the  hand  must  be  moved  quickly  and  accurately  to  cover  one  eye  and 
then  the  other,  in  order  to  see  the  eye  move.    By  moving  your  hand 
back  and  forth  in  front  of  one  eye  and  then  the  other,  the  test  can 
be  repeated  several  times.    This  is  desirable  in  questionable  cases. 
The  penlight  must  not  be  moved  while  changing  the  hand  cover  from  one 
eye  to  the  other.* 

In  this  test  (as  in  the  Fixation  Test  described  earlier,  if  the  child 
appears  to  lose  interest  in  the  flashlight,  a  spinning  toy  or  sparkler 
can  be  used.    And  a  cover  test  can  also  be  done  if  the  child  can  be 
directed  to  look  at  a  small  object  across  the  room  or  outside  the 
window  instead  of  the  flashlight. 

Pupillary  Light  Reflex  Test 

When  you  point  a  flashlight  at  someone's  eyes,  you  can  see  the  light 
reflected  in  the  pupil  of  each  eye.    These  reflections  should  be  in 
the  center  of  each  pupil  unless  the  person  has  non-straight  eyes, 
in  which  case  one  of  the  reflections  will  be  off  center. 

In  this  test,  you  do  not  use  an  occluder  (eye  cover);  you  look  at  both 
eyes  at  the  same  time.    To  do  the  test: 

1.    Hold  the  penlight  up  to  your  face  and  sit  one  or  two  feet 
from  the  child. 


♦From  the  "Denver  Screening  Tests"  Manual.    See  Bibliography. 
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2.  Shine  the  light  in  the  child's  face  so  that  you  see  where  it 
is  reflected  in  each  pupil. 

3.  The  reflections  should  appear  centered  in  the  pupils  or,  If 
they  appear  slightly  towards  the  nose,  the  amount  should"  be 
equal  in  each  eye. 


QUESTIONS  FOR  THE  TRAINER 

o  How  does  poor  vision  interfere  with  the  education  of  a  child? 

o  What  is  straight  vision?    side  vision? 

o  Does  color-blindness  occur  more  often  among  boys  than  girls? 

o  At  what  age  can  a  child  be  more  reliably  eye  tested? 

o  Why  should  children  be  screened  when  nothing  is  really  wrong? 

o  Can  headaches  be  related  to  poor  vision? 
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HEARING  SCREENING 


We  all  learn  in  many  different  ways,  but  for  infants  and  young 
children,  hearing  may  be  the  most  important  way.     It  is  essential 
to  learning,  because  without  sound  one  cannot  learn  speech,  and 
of  course  speech  is  what  makes  language  possible,  and  language 
in  turn  makes  for  reading  and  writing. 

A  hearing  difficulty  can  therefore  hinder  or  delay  mental  growth, 
make  it  difficult  to  speak  properly,  and  give  the  child  a  narrow 
and  garbled  perception  of  her  or  his  environment. 


Mild  or  moderate  hearing  losses  may  go  undetected  and  result  In  the 
child's  being  mis-labeled  a  slow  learner  or  mentally  dull,  and  these 
labels  can  in  turn  lead  to  social  and  emotional  problems. 

The  ear  is  divided  into  three  parts:  external,  middle  and  internal. 


1.  The  external  ear  gathers  sound  vibrations  like  a  funnel  (it 
Is  also  the  part  of  the  ear  that  secretes  wax) ,  and  conveys 
those  vibrations  to  the 

2.  middle  ear,  which  has  a  membrane  like  the  top  of  a  drum,  and 
also  contains  the  Eustachian  tube  which  allows  in_afr  from  the 
nose  and  mouth. 

3.  The  inner  ear  is  a  complicated  part  which  contains  fluid,  and 
it  is  here  that  sound  waves  are  turned  into  nerve  messages 
that  go  to  the  brain. 

One  of  the  most  common  problems  of  the  external  ear  is  that  it  can 
be  a  catching  place  for  insects ,  seeds ,  stones  and  other  small  ob- 
jects.   The  health  worker  can  often  make  suggestions  to  prevent  ear 
Injuries.    For  example: 
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1.  If  an  insect  gets  Into  the  ear,  drown  or  float  it  out  with 
a  few  drops  of  baby  oil.     Sometimes,  because  insects  are 
attracted  to  light,  they  can  be  encouraged  to  crawl  out 

if  a  bright  light  is  held  near  the  ear. 

2.  If  water  gets  into  the  ear,  remove  it  by  dropping  a  small 
amount  of  alcohol  into  the  ear  and  tilting  the  head  to 
one',  side. 

3.  Ear  swabs  should  be  used  with  great  care,  and  of  course, 
sharp  objects  such  as  pencils  or  sticks  hould  be  kept  out 
of  the  ear. 


The  middle  ear  is  where  earaches  typically  occur.    Otitis  media  is 
the  inflammation  of  the  middle  ear;  mastoiditis  is  the  inflammation 
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of  a  part  of  the  mastoid  process.    The  principal  cause  of  hearing  loss 
In  young  children  is  ear  infection  which  comes  from  a  head  cold,  or 
from  infected  tonsils,  adenoids  or  sinuses.    The  health  worker  should 
stress  to  the  parent  that  earaches,  or  any  ear  injury  or  drainage 
from  the  ear,  or  temporary  deafness,  should  receive  immediate  medical 
attention. 

The  purpose  of  auditory  (hearing)  screening  is  to  identify  as  early 
as  possible  children  whose  hearing  is  reduced  to  the  extent  that  it 
interferes  with  their  actions  and  responses.    More  specifically,  the 
aim  of  screening  is  to  detect  what  are  known  as: 

1.  central  deafness 

2.  sensory  neural  hearing  loss 

3.  conductive  hearing  impairment 

early  enough  so" that  remedial  efforts  can  be  effective.    If  the  hearing 
problem  cannot  be  corrected,  then  the  child  must  be  provided  special 
training  to  help  learn  new  things  and  be  able  to  communicate  well. 

The  physical  and  developmental  assessments  in  EPSDT  programs  will 
help  identify  hearing  problems,  and  the  questionnaire/interview 
process  will  give  the  health  worker  various  clues  to  the  child's  hearing 
ability.    From  simply  watching  the  child,  the  health  worker  may  notice 
an  indication  of  hearing  loss  that  the  parent  (just  because  the  child 
is  around  every  day)  has  failed  to  notice.    Most  often,  however,  the 
clues  will  come  from  finding  that  the  child: 

1.  has  frequent  ear  infections 

2.  cannot  hear,  or  does  not  respond  to,  a  quiet  voice  that  you 
would  expect  the  child  to  hear 

3.  responds  to  one  parent's  voice,  but  not  the  other's 

4.  regularly  turns  up  the  volume  of  TV  or  radio 

5.  has  a  family  history  of  hearing  problems. 
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Methods  of  Screening 

1.  Newborn  Infants  (to  6  months) :    As  mentioned  above,  the  quest ionna 
interview  will  act  as  a  "first  screen"  or  clue  giver.    The  health  worki 
should  be  especially  attentive  to  a  history  of  rubella  or  other  in- 
fections, low  birth  weight,  a  cleft  lip  or  palate,  and  defects  in  the 
ear,  nose  or  throat.    Such  information  in  the  history  should  at  least 
make  one  suspicious  that  the  child  might  have  a  hearing  problem,  and 

a  note  should  be  made  to  the  audio logist  or  physician.    If  a  hearing 
loss  is  then  confirmed,  a  detailed  history  and  physical  examination 
will  be  necessary. 

2.  6  months  to  2  years;    Again,  clues  may  be  found  in  the  question- 
naire/interview process,  and  in  some  programs  special  noise  makers  may 
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be  used  to  test  hearing.  But  testing  with  an  audiometer  (described 
below)  is  only  useful  with  Infants  and  small  children  when  done  by  a 
specialist. 

3.    3  years  and  older;    Children  in  this  group  may  be  routinely 
screened  with  an  audiometer,  an  instrument  which  produces  sounds  of 
different  pitch  and  loudness.    Audiometric  testing  is  limited  in  what 
it  can  tell  us,  and  a  child  who  "fails"  the  test  must  be  checked  by 
a  specialist.    All  that  "failing"  really  means  is  that  the  child: 

(a)  did  not  hear  the  test  sounds  or 

(b)  did  not  understand  what  he  or  she  was  supposed  to  or 

(c)  heard  the  sound,  but  did  not  respond  because  of  illness, 
poor  behavior,  or  some  other  problem. 

Audiometry 

The  principle  behind  audiometry  is  simply  that  every  person  has  a 
"threshold      at  which  she  or  he  begins  to  hear  a  particular  sound. 
Of  course,  this  threshold    will  vary  depending  on  the  "kind"  of  sound 
and  how  loud  it  is.    Following  are  some  terms  used  in  audiometry: 

(a)  Sound  is  a  vibration  heard  by  the  ear.    An  audiometer  pro- 
duces sounds  (or  tones)  of  different  frequency  and  intensity. 

(b)  Frequency  (pitch)  is  determined  by  how  fast  the  sound  vi- 
brates.    If  a  sound  vibrates  too  slowly  (or  too  quickly), 
we  will  not  hear  it.    Fast  vibrations  have  a  high  pitch  or 
tone  like  a  whistle.    Slow  sound  vibrations  have  a  low 
pitch  and  sound  like  a  drum  beat.    Frequency  has  nothing  to 
do  with  loudness.    We  measure  distance  in  feet  or  yards; 

in  a  similar  way,  we  measure  frequency  in  Hertz,  and  ab- 
breviate it  Hz.    For  example,  500  Hz  means  500  Hertz,  2000 
Hz  means  2000  Hertz. 
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(c)    The  loudness  of  a  sound  is  referred  to  as  Intensity,  and  is 
measured  in  decibels,  abbreviated  dB.    A  low  intensity 
sound  such  as  five. decibels  (5  dB)  will  be  very  quiet  or 
soft.    A  medium  intensity  sound  such  as  50  dB  can  be  heard 
very  easily.    And  a  100  dB  sound  is  very  loud. 

The  audiometer  enables  us  to  produce  tones  of  different  frequency 
(Hz)  and  intensity  (dB) .    The  instrument  may  be  a  "plug- in"  type  or 
run  by  batteries.    The  child  listens  to  the  tones  through  a  connecting 
set  of  earphones.    There  are  different  types  of  audiometer,  and  the 
manufacturer's  instruction  book  will  explain  both  how  to  use  and  how 
to  calibrate  (adjust)  the  instrument.    If  you  know  that  you  have  nor- 
mal hearing,  you  can  do  a  rough  calibration  of  the  instrument  by 
testing  yourself. 

The  place  where  the  testing  is  done  is  important.    Even  if  the  ear- 
phones have  large  muffs,  the  tests  will  be  affected  by  outside  noises. 
If  possible,  audiometric  screening  should  be  done  in  a  quiet  room, 
away  from  air-conditioning,  water  pipe,    radio,  street  and  waiting 
room  noise.    Carpeting  and  drapes  will  reduce  the  level  of  these 
"ambient"  or  background  noises.    Seating  should  be  arranged  so  that 
the  child  does  not  see  the  face  of  the  audiometer,  and  also  cannot 
see  your  hands. 

Whatever  model  instrument  is  used,  the  procedure  will  generally  be 
as  follows: 

(a)    Place  the  earphones  on  yourself  to  make  sure  that  the  equipment 
is  working.    An  output  selector  is  a  switch  used  to  direct  the  tone 
to  the  right  or  left  earphone,  and  you  should  check  each  side  at  the 
different  frequencies.    The  frequency  dial  will  have  different  settings 
but  the  ones  used  in  screening  will  be:  500  Hz,  1000  Hz,  2000  Hz  and 
4000  Hz .    Another  knob ,  called  a  Hearing  Level  (HL) ,  Threshold  or 
Intensity  Control,  will  enable  you  to  set  the  loudness  from  0  decibels 
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(0  dB)  to  100  or  110  dB.    At  0  dB,  the  tone  coming  from  the  earphone 
should  be  very  faint  and  difficult  to  hear;  at  20  dB,  the  tone  will 
be  faint  but  easily  heard  if  hearing  is  normal;  and  at  110  dB,  the 
tone  will  be  very  loud  and  even  uncomfortable.    Finally    an  Inter- 
rupter  Switch  will  produce  the  tones  when  you  press  it  down.  In 
checking  the  equipment,  set  the  hearing  level  at  30  dB  and  the  output 
selector  to  the  "right"  (usually  marked  in  red)  position.    Depress  the 
Interrupter  Switch  at  the  four  different  frequencies  mentioned  above. 
Repeat  the  process  with  the  output  selector  to  the  left  (usually 
marked  in  blue) . 

(b)    Let  us  assume  you  are  testing  a  boy.    Tell  the  parent  you  will 

give  the  child  a  short  hearing  test  to  see  if  the  son's  hearing  is 

good.    Then  say  and  do  something  like  the  following.* 

KHAT  YOU  SAY  WHAT  YOU  DO 

"We  are  going  to  play  a  listening         Put  the  earphones  on  yourself 
game.     In  a  few  minutes,  I'll  let         and  point  to  them, 
you  wear  the  earphones  like  this." 


"You  will  hear  some  little  sounds 
like  a  beep  or  a  whistle  in  the 
earphones.    You  will  hear  some- 
thing like  this." 

"Did  you  hear  that?    Every  time 
you  hear  the  little  whistle,  put 
your  hand  up  like  this,  and  then 
put  it  down  quickly.    When  you 
hear  the  sound  I  make,  put  your 
hand  up.    Let's  practice  doing 
that." 

"Now  listen  to  the  whistle  in  the 
earphones.    Put  your  hand  up  when 
you  hear  it,  and  then  put  your 
hand  down  quickly." 


Give  an  example  of  the  audio- 
meter tone  by  "beeping"  or 
whistling  for  the  child. 

Show  how  you  want  the  hand  to 
be  raised  and  lowered.  Whistle 
and^  demonstrate  the  hand  motion. 
Then  see  if  the  child  can  respond 
by  himself  5  or  6  times  as  you 
whistle  or  beep. 


Hold  the  earphone  2  or  3  feet 
from  the  child.    Turn  the  In- 
tensity Selector  (loudness)  up 
high  and  press  the  Interrupter 
Switch  so  that  the  child  can 
hear  the  tone. 


•From  the  "Denver  Audiometric  Screening  Test" 
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Again,  press  the  Interrupter 
Switch  to  see  if  the  child 
raises  his  hand  (allow  about 
one  second  for  this) .  Repeat 
5  or  6  times  or  until  the  child 
understands  just  what  to  do. 


Place  the  earphones  gently  on 
the  child  (red  earphone  on  the 
right  ear,  blue  earphone  on  the 
left).    Adjust  the  headband 
•o  that  each  earphone  fits 
snugly  against  the  aar.  Make 
sure  none  of  his  heir  covers 
hie  eers. 


"Listen  carefully  and  put  your 
hand  up  when  you  hear  the  little 
sound." 

(If  the  child  responds  correctly:) 
"Good  for  you!"  or  nod  your  head 
and  smile. 

(If  the  child  raises  his  hand 
when  no  sound  is  being  pre- 
sented:) "No,  listen  carefully." 

"Now  it' 8  your  turn  to  wear  the 
earphones  end  listen  for  the 
sounds." 


-194- 


HEARING  SCREENING 

« 

(c)    Actual  testing  procedure  will  be  set  by  the  consultant  to  your 
program.    Following  are  some  general  comments: 

(1)  You  will  probably  be  asked  to  test  each  ear  at  four  different 
frequency-Intensity  settings,  for  example: 

500  Hz  at  30  dB 

1000  Hz  at  25  dB 

2000  Hz  at  25  dB 

4000  Hz  at  25  dB. 

(2)  When  you  use  the  Interrupter  Switch  to  deliver  the  tone, 
use  the  corner  of  your  eye  (your  "side  vision")  to  watch 
the  child  rather  than  looking  at  him  directly.    This  will 
avoid  his  getting  some  hint  of  when  you  will  press  the 
switch. 

(3)  After  practicing  with  the  child  once  or  twice,  produce  the 
tone  at  irregular  time  intervals  until  he  either  responds 
to  the  beep  three  times  or  fails  to  respond  three  times, 
whichever  comes  first. 

(4)  A  score  sheet  will  indicate  that  you  are  to  report  a  PASS, 
FAIL  or  UNCERTAIN  for  each  ear  at  each  of  the  four  settings. 
(Do  all  the  right  ear  tests  first,  then  the  left  ear  tests.) 
The  form  of  the  scoring  shett  may  look  like  this: 

Frequency/Intensity  Setting  Right  Ear  /  Left  Ear 

500  Hz  (30  dB)  P    F    D         P    F  U 

1000  Hz  (25  dB)  P    F    U         P    F  U 

2000  Hz  (25  dB)  P    F    U         P    F  U 

4000  Hz  (25  dB)  P    F    U         P    F  U 

and  you  can  put  a  circle  around  the  appropriate  "P,"  "F"  or 

P  (Pass)  «  the  child  gave  three  correct  responses,  for  both 
ears,  at  all  four  frequencies. 

F  (Fall)  »  the  child  missed  three  responses  (at  any  one  fre- 
quency) . 
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o    What  are  the  three  parts  of  the  ear? 


o    What  is  the  principle  behind  audiometry? 


o    What  ls  sound? 


o    Why  is  the  place  where  the  testing  is  done  important? 
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But  the  physical  assessment  portion  of  the  EPSDT  is  not  quite  the  same 
as  the  "physical  examination"  we  would  expect  to  see  in  the  usual 
well-baby  or  well-child  vi3it  to  the  physician.    To  understand  this 
difference,  it  is  necessary  to  remind  ourselves  again  of  the  dis- 
tinction we  want  to  make  between  screening  and  the  traditional  medical 
examination.    We  must  continually  remember  and  explain  to  the  parents 
that  screening  programs  do  not  detect  every  problem  the  child  may 
have,  or  may  later  develop,  and  that  the  physical  assessment  in  EPSDT 
is  a  "check-up"  designed  to  find  out  if  referral  for  a  more  complete 
examination  is  necessary. 

* 

There  will  be  considerable  variation  from  program  to  program  in  the 
nature  of  the  staff  doing  the  physical  assessment,  but  it  will  include 
some  combination  of  physician,  pediatric  nurse  practitioner,  physician 
assistant,  or  nurse  with  pediatric  experience.    The  functions  may  be 
shared  differently: 

/    MP    /        /    MP    /  PNP  /     /  MP  /  PNP  /  PA  /    /  PNP  /      /  PNP  /  PA  / 

The  general  rule  in  assigning  screening  staff  is  that  we  want  each 
segment  (question,  test  or  observation)  performed  by  the  health 
worker  with  the  level  of  skill  appropriate  to  that  segment.  EPSDT 
emphasizes  the  division  of  labor  between  appropriate  skills,  and  in 
most  cases  the  division  is  clear.    It  is  not  appropriate  for_a  clinic 
aide  to  make  a  clinical  diagnosis,  nor  is  it  appropriate  for  a  physi- 
cian to  record  eligibility  data.     But  in  the  physical  assessment 
segment,  the  most  appropriate  division  of  functions  between  physician, 
pediatric  nurse  practitioner  and  physician  assistant  is  not  always 
clear. 

The  advantages  of  using  the  PNP,  PA  or  RN  to  perform  the  physical 
assessment  Include: 

1.    Economy.    The  physician's  time  is  the  most  costly. 
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2.  Availability.    A  sufficient  number  of  physicians  may  not  be 
available  for  performing  the  physical  assessment,  and  their 
time  may  have  to  be  reserved  for  evaluating  referrals  and  for 
professional  supervision  of  the  program. 

3.  Specialization.     In  terms  of  screening,  the  PNP,  PA  or  RN 
can  perform  as  specialists,  concentrating  their  efforts  and 
interest  on  the  problems,  techniques  and  objectives  of  EPSDT. 
The  physician,  on  the  other  hand,  has  been  trained  very  dif- 
ferently, and  will  concentrate  his  or  her  interests  and  energy 
on  the  diagnosis  and  treatment  aspects  of  EPSDT,  rather  than 
on  the  preventive  and  maintenance  aspects,  the  health  at- 
titudes and  practices  within  the  family,  and  the  ever-present 
social  aspects  of  health  care. 

A.    The  non-physician  health  workers  can  usually  be  scheduled  to 
spend  more  time  with  the  child  and  parent  than  can  the  phy- 
sician. 

The  disadvantages  in  using  the  PNP,  PA  or  RN  to  perform  physical 
assessments  are: 

1.  Suitable  training  may  not  be  available,  or  may  be  too  expen- 
sive and  time-consuming. 

2.  Since  any  positive  findings  (and  some  negative  ones)  must  be 
reviewed  by  a  physician  anyway,  the  saving  in  physician  time 
may  be  slight. 

3.  During  the  physical  assessment,  the  physician  is  able,  at  the 
aame  time,  to  extend  and  interpret  the  information  already 
provided  by  the  other  segments  of  EPSDT  (the  interviews,  testa, 
and  measurements). 

4.  Soma  phyaiciana  may  be  reluctant  to  accept  the  assessment  of 
non-phyaiciana,  and  will  tend  to  duplicate  procedurea  already 
completed. 
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Whatever  the  staff  combination  used  for  the  physical  assessment,  we 
can  make  that  segment  of  EPSDT  shorter  and  more  effective  by: 

1.  Making  sure  that  the  questionnaire /interview 

a.  contains  significant  comment  by  the  health  worker 

b.  is  completed  before  the  physical  assessment,  and  is  read 
by  the  physician  or  PNP  beforehand. 

2.  Completing  as  many  of  the  other  segments  as  possible  before 
the  physical  assessment. 

3.  Preparing  the  child  for  the  examination. 

Thus,  when  all  of  the  information  (except  that  awaiting  laboratory 
analysis)  Is  obtained  and  recorded,  the  physician,  PNP  or  PA  can  do 


the  physical  assessment  with  the  parent  present,  and  simultaneously: 

1.  Discuss  any  questions  or  problems  which  may  arise 

2.  Plan  with  the  child  and  parent  for  any  further  necessary 
evaluation  or  treatment. 

The  program  may  be  so  organized  that  the  health  worker  who  has  been 
interviewing  the  parent  and/or  testing  the  child  may  join  all  or  part 
of  the  physical  assessment  and  reviewing  session.    And  in  any  event, 
the  health  worker  should  be  able  to  sit  down  with  the  parent  when 
all  the  procedures  have  been  completed,  and  review  what  has  occurred. 


One  function  of  these  review  sessions  is  to  explain  to  parents  the 
significance  of  "positive"  or  "negative"  findings. 

Children  with  normal  findings  are  unlikely  to  have  any  significant 
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disease  that  can  be  remedied.    The  children  and  their  parents  can  there- 
fore be  reassured  that  the  progress  and  health  conditions  to  date  are 
normal.    They  should  be  congratulated  and  encouraged  to  continue  their 
successful  health  practices,  and  also  reminded  of  the  need  for  continuing 
health  supervision,  the  prompt  reporting  of  symptoms,  participation  in 
subsequent  EFSDT  programs,  and  so  on. 


Where  there  is  a  positive  finding,  it  will  be  necessary  again  to  ex- 
plain to  the  parents  that: 

1.  In  screening  programs,  there  are  many  positive  findings,  most 
of  which  do  not  indicate  significant  health  problems. 

2.  Any  positive  finding  has  to  be  interpreted  by  the  physician 
or  other  specialist  as  part  of  all  of  the  other  findings- 
positive  and  negative. 

3.  Some  findings  can  be  evaluated  as  part  of  the  physical 
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assessment  and  review  process;  others  must  await  further  test 
results,  referral  to  specialists,  and  so  on. 


The  amount  of  time  required  for  the  physical  assessment  segment  will 
depend  on  factors  such  as  these: 

-  Who  is  doing  the  assessment:  A  physician  may  do  certain  things 
faster  than  a  physician  assistant,  but  the  physician  may  insist 
on  doing  more  things  than  screening,  strictly  speaking,  requires. 

-  The  general  health  status  of  the  child.  Obviously,  the  fewer 
positive  or  questionable  results  from  tests  and  the  question- 
naire/interview, the  faster  the  physical  assessment. 

-  Language  or  other  communications  barriers  between  the  child  or 
parent,  and  the  person  performing  the  physical  assessment. 

-  The  completeness  and  accuracy  of  the  interview  and  test  data 
provided  the  physician,  PNP  or  PA,  by  the  other  health  workers. 

-  Availability  of  previous  health  records. 

The  physical  assessment  will  be  recorded  by  the  physician,  PNP  or  PA 
in  categories  of  observation  similar  to  those  used  in  the  question- 
naire/interview.   These  categories  include: 

Head  and  face  Lungs  and  chest 

Eyes,  ears  Abdomen 

Hose,  mouth  and  throat  Genitalia 

Teeth  and  gums  Bones,  joints,  muscles 

Skin  and  hair  Back  and  spine 

Heck  Heart 

Co-ordination,  gait  General 

The  periodic  requirement  of  EPSDT  means  that  each  state  or  program 
will  recommend  frequencies  of  screening  for  different  tests  and  for 
differently  aged  children. 
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In  the  case  of  infants,  four  visits  may  be  recommended  in  the  first 
six  months  (to  coincide  with  immunization  schedule  requirements), 
but  only  three  physical  assessments  may  be  necessary  during  that  period 
if  other  tests  and  measurements  are  normal. 
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QUESTIONS  FOR  THE  TRAINEE 

o    Do  you  understand  the  difference  between  physical  assess- 
ment and  physical  examination? 

o    What  are  the  advantages  of  using  the  PNP,  PA  or  RN  to  per- 
form the  physical  assessment? 

o   What  are  the  disadvantages  of  same? 

i 
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family)  history  be  carefully  reviewed,  and  that  there  be  a  complete 
physical  examination. 

Growth  measurements,  whether  or  not  "abnormal,"  are  useful  guides  in 
evaluating  the  overall  health  of  the  child,  and  should  therefore  be 
recorded  by  the  health  worker  before  the  physician  or  pediatric 
nurse  begins  the  physical  assessment.    A  child  whose  growth  record 
is  borderline  or  suspect  should  lead  the  health  worker  to  pursue 
carefully  those  questions  in  the  family  history  which  bear  on  under- 
nutrition.   It  should  also  be  noted  here  that  level  of  nutrition  varies 
inversely  with  economic  status — in  other  words,  low-income  children 
are  generally  smaller  than  children  from  more  affluent  families. 

How  measurements  are  taken 

Three  measuremen-s  are  necessary  to  complete  the  child's  growth  charts: 
(1)  height  (stature) ,  (2)  weight  and  (3)  head  circumference. 


(1)    Up  to  two  years  of  age,  we  generally  measure  the  infant's 
length  rather  than  height .    This  means  that  we  measure  the 
child  lying  down  (recumbent)  on  a  board  marked  off  in  inches, 
or  we  can  use  a  tape  measure.    In  either  case,  it  is  best  to 
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have  two  people  (the  parent  and  the  health  worker)  do  the 
measuring  so  that  one  can  hold  the  child's  head  while  the  other 
straightens  the  leg  for  accurate  measurement.    For  older 
children,  height  can  be  measured  by  using  a  vertical  mea- 
suring board  or  wall  marker  such  as  a  yardstick  glued  to 
the  wall,  or  a  fixed  device  such  as  those  attached  to  clinic 
scales . 

(2)  Weight  should  always  be  measured  with  the  child  nude  or  with 
minimal  undergarments,  and  children  should  never  be  weighed 
with  their  shoes  on.    Most  clinics  will  have  balance  scales 
(where  sliding  weights  are  moved  along  a  measuring  bar) 

and  these  should  be  checked  for  calibration  (set  at  zero) 
before  starting. 

(3)  Head  circumference  should  be  measured  with  a  metal  or  plastic 
tape  measure  (1/4"  to  3/8"  wide) ,  rather  than  a  cloth  one 
which  might  stretch.     Because  most  of  the  growth  of  the  head 
occurs  during  the  first  years  of  life,  head  circumference 

Is  usually  measured  until  the  child  is  two  or  three  years 
old. 

Since  we  need  to  compare  measurements  to  determine  rate  of  growth 
It  is  essential  that  all  measuring  be  done  in  a  careful  and  systematic 
manner.    All  measurements  are  plotted  on  growth  charts,  which  make  it 
possible  to  determine  the  growth  "percentile  rating,"  and  by  comparing 
present  measurements  with  previous  ones,  which  also  helps  determine 
the  rate  of  the  child's  growth.    These  charts  are  available  from 
various  companies,  and  tend  to  be  about  the  same  in  design.  (Some 
sample  copies  are  attached.) 

The  proper  way  to  take  the  necessary  measurements  can  be  learned 
quickly,  but  training  should  include  at  least  a  few  hours  of  super- 
vised practical  experience,  particularly  in  measuring  infants. 

-209- 


Beyond  this,  there  are  requirements  of  the  health  worker  that  apply 
to  nearly  every  other  EPSDT  function:  liking  children  and  being  abla 
to-  gain  their  co-operation,  and  the  ability  to  convey  to  the  parent 
the  reason  for  doing  the  particular  procedure.    The  parent  should  be 
helped  to  understand  that  we  all  grow  somewhat  differently,  and  that 
variations  in  weight  and  stature  are  not  something  to  be  ashamed  of. 
Growth  assessment  is  also  one  of  the  screening  procedures  in  which  the 
parent  can  co-operate.    The  health  worker  can  ask  the  mother  to  place 
the  baby  in  the  scale,  to  read  or  corroborate  the  measurements  which  the 
health  worker  records  on  the  chart.     Ideally,     it  should  appear  that 
the  mother  is  taking  the  measurements,  assisted  by  the  health  worker. 
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PHYSICAL/ GROWTH/DENTAL  ASSESSMENTS 


QUESTIONS  FOR  THE  TRAINEE 

o    What  is  growth  assessment? 

o    What  is  the  relationship  between  growth  and  economic 
status? 

o    Which  three  measurements  are  necessary  to  complete  a  child' 
growth  chart? 

o    When  do  you  measure  the  child's  length  as  opposed  to  his 
or  her  height? 
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III.  DENTAL  ASSESSMENT 

Dental  assessment,  perhaps  more  than  any  other  screening  component  cf 
EPSDT,  will  vary  in  scope  and  design  from  program  to  program.  There 
will  therefore  be  considerable  differences  in  the  Casks  (and  training) 
of  health  workers  around  the  problems  of  dental  care  and  preventive 
services.     But  whatever  those  tasks,  every  health  worker  should  have 
some  understanding  of  the  problems  posed  by  dental  disease,  the  basic 
relationship  of  dental  care  to  the  whole  health  of  the  child,  and  the 
various  ways  in  which  that  care  can  be  delivered  in  conjunction  with 
an  EPSDT  program. 

Background* 

One  of  the  important  differences  between  medical  and  dental  problems 
as  seen  by  a  screening  program  is  that  while  in  medical  screening 
we  seek  to  identify  those  children  who  have  disease  or  disease  symp- 
toms, in  dental  screening  nearly  every  child  will  have  a  condition 
requiring  attention.    The  early  occurrence  of  dental  disease  in  almost 
the  entire  child  population  is  further  complicated  by  the  fact  that 
carles  (tooth  decay  and  cavities)  keeps  recurring  within  relative: 
brief  time  periods,  so  that  periodic  re-screening  and  follow-up 
treatment  become  of  critical  importance  if  we  are  to  have  an  ade- 
quate dental  care  program.    Dental  decay  affects  most  children  early 
in  life—soon  after  the  age  of  three,  and  even  earlier  in  non- fluoridated 

•This  section  la  drawn  from  materials  in  "A  Guide  to  Dental  Care  EPSDT/ 
Medicaid,"  prepared  for  Social  and  Rehabilitation  Service,  DHEW,  by 
the  American  Society  of  Dentistry  for  Children  and  the  American  Academy 
of  Pedodontica. 
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communities) — when  the  primary  teeth  have  recently  made  their  appearance 
in  the  mouth.    By  age  10,  most  children  will  have  had  dental  caries, 
and  some  of  them  will  have  experienced  diseases  of  the  supporting 
tissues  (peridontal  disease) . 

In  other  words,  although  much  can  be  done  to  prevent  dental  disease 
in  children,  It  cannot  be  eliminated  entirely,  and  it  is  therefore 
important  that  the  child  receive  regular  periodic  dental  care  from 
early  childhood  through  the  teens.    At  present,  largely  because  of 
financial  barriers,  probably  only  about  201  of  the  children  in  this 
country  receive  proper  dental  care. 

We  have  pointed  out  that  screening  for  medical  problems  identifies 
children  who  need  more  definitive  diagnosis  and  possible  treatment, 
but  that  this  is  not  the  purpose  of  dental  screening  where  nearly  all 
children  will  need  some  professional  attention.    The  EPSDT  dental 
program  should  therefore  focus  on: 

o    Developing  access  for  all  eligible  children  to  the  dental  care 
resources  in  the  community 

o    Assisting  with  appointments,  baby-sitting,  and  transportation 
so  that  access  can  be  better  assured 

o    Establishing  a  dental  record  as  part  of  the  EPSDT  record  showing 
treatment  needed  and  received 

o    Urging  children  back  to  the  dentist  at  appropriate  intervals 
for.  re-evaluation  and  treatment  of  new  defects 

o    Involving  the  family  in  this  process  of  dental  health  main- 
tenance, and  providing  dental  health  education. 

The  EPSDT  worker  will  have  an  active  role  and  responsibility  in  all 
of  the  above  tasks. 
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PHYSICAL/ GROWTH/DEN  1'AL  ASSESSMENTS 


Referral 


Criteria  for  referral  will  have  to  be  developed  for  each  EPSDT  pro- 
gram based  upon  the  availability  of  dentists,  their  pattern  of  prac- 
tice, and  the  existence  of  other  dental  programs  in  the  schools  or 
community. 

From  birth  until  three  or  four  years  old,  most  children  will  not  need 
dental  care  because  the  teeth  have  just  begun  to  appear  (are  newly 
erupted)  in  the  mouth  and  have  not  yet  had  time  to  be  attacked  by 
dental  disease.    Exceptions,  such  as  cleft  palate,  burns  or  injuries, 
will  be  noted  and  referred  by  EPSDT  physicians,  nurses,  or  other  health 
workers . 

After  Infancy  (the  age  will  vary  somewhat  with  local  custom  and  the 
fluoride  content  of  the  water) ,  criteria  for  referral  can  be  based 
on  information  taken  as  part  of  the  health  history  of  the  family, 
such  as  whether  the  child  was  seen  by  a  dentist,  and  when. 

The  almost  universal  need  for  dental  treatment,  combined  with  limited 
treatment  resources,  will  require  many  EPSDT  programs  to  set  priorities 
for  dental  service.    These  might  include: 

~    Emergency  services  such  as  those  necessary  to  control  bleeding, 
relieve  pain,  or  eliminate  acute  infection. 

-  Preventive  services  such  as  instruction  in  self-care  oral 
hygiene,  cleaning  of  the  teeth,  or  in  some  areas  the  applica- 
tion of  caries  (decay)  preventives. 

-  Therapeutic  (treatment)  services  for  dental  disease  which,  if 
left  untreated,  may  become  acute  or  cause  irreversible  damage 
to  the  teeth  or  supporting  structures. 

Other  dental  services  should,  of  course,  be  provided  as  rapidly  as 
the  availability  of  resources  permits. 
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Training 

The  role  of  the  health  worker  as  It  relates  to  access,  appointments, 
transportation,  and  so  on,  requires  no  training  beyond  that  necessary 
for  other  aspects  of  the  program.    Some  specif ic  knowledge  about  how 
teeth  grow  and  devleop,  however,  as  well  as  of  dental  abnormalities 
that  night  be  expected  and  self-help  information  that  can  be  conveyed 
to  the  child  and  parent,  must  be  included  in  the  training  agenda. 

Local  dental  societies  and  health  departments  will  generally  provide 
training  consultants  and  a  variety  of  charts,  slides,  etc.,  describing 
the  development  of  teeth  and  dental  problems.     (One  example  of  these 
charts  follows.) 

Finally,  the  health  worker  should  be  acutely  aware  of  the  role  of 
nutrition  and  eating  habits  in  dental  health.    This  is  discussed  in 
the  workbook  section  on  nutrition. 


QUESTIONS  FOR  THE  TRAINEE 

o    When  does  dental  decay  start  affecting  children? 

o    What  Is  the  purpose  of  dental  screening? 

o   How  do  you  think  nutrition  and  eating  habits  affect  dental 
health? 
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TUBERCULOSIS 


To  most  Americans,  tuberculosis  no  longer  appears  as  a  major  threat. 
It  is  seen  as  a  conquered  disease  which  modern  medical  science  has 
cured.    And  to  a  large  extent  this  is  true.    Mass  X-ray  screening 
programs  and  treatment  with  drugs  have  reduced  or  contained  the 
disease.    Yet  we  have  not  been  able  to  do  away  with  it  entirely,  and 
it  is  still  much  in  evidence  in  certain  areas  and  among  certain  people. 

There  is  a  difference  between  being  infected  by  tuberculosis,  being  a 
contact,  having  the  disease,  or  having  had  it  but  no  longer  having  it 
active. 


An  infected  child  has  the  "tubercule 
bacilli"  which  at  some  future  time  may 
become  active.    If  that  occurs,  the 
disease  will  become  evident  in  a  chest 
X-ray,  or  in  certain  changes  in  the  bones, 
kidneys,  or  other  body  parts,  or  as  signs 
and  symptoms  of  an  active  illness.  A 
contact  is  a  person  of  any  age  who  has 
been  in  close  association  with  an  active 
case  of  tuberculosis  for  a  long  enough 
time  to  become  infected. 


Da  initial  «1"  ot  l«plajit»clon 
of  tna  *Tub«rola  Baolllua'  la 
oaualij  la  tha  Iomp  lobaa  of  tfta 
lucg  Juat  banaalth  tha  olaur*. 


Because  the  national  concern  over  tuber- 
culosis has  lessened — on  the  part  of  many  health  professionals  as  well 
as  the  public — there  is  some  danger  of  our  becoming  too  apathetic 
about  cases  when  tuberculosis  can  appear.     (Not  too  many  years  ago, 
we  should  remember,  we  thought  that  we  had  conquered  VD!) 
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therefore  need  to  consider  several  facts: 

1.    Continuing  sources  of  Infection 

There  is  a  large  number  of  persons  with  active  tuberculosis 
which  has  remained  undiagnosed,  and  which  is  therefore  an 
obvious  threat  of  infection  to  others.    There  are  also  thousands 
of  people  who  have  had  active  tuberculosis  in  the  past  and 
who  are  therefore  a  "high  risk"  group  which  could  develop 
the  actual  disease  again,  go  unnoticed,  and  be  a  threat  of 
infection  to  others. 

2.    Areas  of  concentration 

Tuberculosis  today  tends  to  be  concentrated  in  certain  well- 
defined  populations  and  places.    There  are  clusters  of  the 
disease  in  Appalachia,  on  Indian  reservations,  in  Mexican 
border  counties,  and  perhaps  most  signf icantly,  in  the  large 
urban  ghettos.    The  incident  of  tuberculosis  among  non-whites 
is  six  times  that  of  whites. 

-    3.    Changes  in  migratory  patterns 

A  continuing  reservoir  of  infection  is  provided  by  immigra- 
tion into  the  United  States  of  persons  from  high-tuberculosis 
areas.    In  this  age  of  jet  travel,  a  significant  mobile 
population  of  young  people  moves  around  this  country  and  abroad, 
often  living  closely  together  under  unsanitary  conditions  and 
with  inadequate  medical  care. 

Tuberculin  skin  tests  (described  further  on)  provide  a  simple,  low- 
co.t  and  highly  reliable  mean,  of  screening  large  numbers  of  children 
through  programs  such  as  EPSDT. 

Early  identification  of  infected  children  (and  prompt  follow-up  treat- 
ment) will  prevent  the  disease  from  developing  later  in  these  children, 
m*  help  lead  us  to  person,  with  the  disease  who  may  be  infecting 
others,  aside  from  obviously  revealing  to  us  cases  of  active  tuberculosis 
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In  screening  children  for  TB,  priority  night  be  given  to  high-risk 
groups  such  as: 

1.  Children  who  have  had  prolonged  and  close  contact  with  infec- 
tious cases  of  tuberculosis.    This  might  mean  a  household,  a 
classroom,  or  a  particular  work  population. 

2.  Children  who  are  at  risk  of  developing  active  tuberculosis 
because  of  other  disease  conditions,  such  as  diabetes. 

The  first  approach  is  criticized  because,  again,  in  this  age  of  popu- 
lation mobility  and  school  busing,  high-risk  groups  axe  not  isolated 
from  contact  with  the  larger  population  of  children.    On  the  other 
hand,  screening  all  school  children  is  probably  too  large  an  expen- 
diture of  effort  and  money  for  the  number  of  cases  that  will  be  found. 

The  American  Academy  of  Pediatrics  has  recommended  that  all  infants 
between  9  and  12  months  old  be  screened,  before  receiving  their 
measles  immunization.    Re-testing  might  be  considered  when  the  child 
enters  school,  and  perhaps  again  in  the  ninth  or  tenth  grade  if  the 
community  is  one  of  high  tuberculosis  incidence.    A  still  more  fre- 
quent schedule  might  be  recommended  in  such  areas.    Needless  to  say, 
every  "contact"    (a  child  who  has  had  close  association  with  a  tuber- 
cular) should  be  tested  immediately,  regardless  of  age. 

Screening  Procedures 

A.    Tests:    Children  should  be  skin  tested  either  with  one  of  the  mul- 
tiple puncture  (Tine,  Monovac,  Heaf  or  Sterneedle)  tests,  or  with 
the  intradermal  Mantoux  test.    Each  has  some  advantages  and  dis- 
advantages. 

Multiple  puncture  tests:    These  are  simple  to  apply,  since  they 
only  require  pressing  a  "plug"  against  the  child's  arm.  They 
require  no  special  skill  or  equipment,  and  are  less  frightening 


to  the  child.    Their  disadvantages,  however,  are  that  results 
may  vary  with  the  way  the  health  worker  applies  pressure  to 
the  plug,  there  are  more  false  positive  reactions  than  with 
other  tests,  results  may  be  difficult  to  interpret,  and 
verification' is  necessary  through  the  Mantoux  test. 

Mantoux  test:    This  test  has  the  advantages  of  a  measured 
dosage  and  therefore  offers  a  more  measurable  and  reliable 
result  (fewer  false  positives  and  hence  fewer  over-referrals). 
The  disadvantage  is  that  the  health  worker  has  to: 

(a)  remove  a  syringe  from  a  package 

0>)  place  a  needle  on  the  syringe 

(c)  draw  tuberculin  solution  from  a  bottle 

(d)  carefully  inject  1/10  cc  (cubic  centimeter)  into  the 
skin  of  the  arm  (intradermal,  or  "between  the  skin"). 

Interpreting  the  Results:    Skin  tests  should  be  read  two  or  three 
days  afterwards.    It  is  probably  better  to  have  the  health  worker 
do  the  reading,  rather  than  the  parents,  who  usually  have  to  rely 
on  a  brief  explanation  and  who  sometimes  forget.    This,  of  course, 
■eans  a  return  visit  to  the  office  or  clinic,  unless  the  program 
can  be  designed  so  that  the  skin  test  is  given  two  or  three  days 
before  the  scheduled  EPSDT  visit. 

The  best  way  to  learn  to  interpret  skin  test  results  is  through 
the  experience  of  watching  someone  else  do  it.    The  descriptions 
which  follow  are  simply  to  familiarize  you  with  the  type  of 
reaction. 

Some  terms: 

Erythema:    redness  or  red  patches  on  the  skin  (superficial 
inflammation) 
.    Induration:  hardness  in  the  akin 
Vesiculating;  blistering 
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Tuberculin:    A  biological  product  used  for  skin  testing.  It 
is  not  a  chemical  or  synthetic  product,  but  is 
made  from  cultures  of  the  tubercule  bacilli 
(protein  from  the  tuberculosis  bacteria) .  All 
the  skin  tests  use  either  Old  Tuberculin  (OT) 
or  Purified  Protein  Derivative  (PPD) .  Tuber- 
culins are  made  by  different  companies,  and  are 
available  in  different  strengths  and  for  use  in 
a  variety  of  ways. 

Interpreting  the  tests 

Tine  Test:    should  be  read  after  second  or  third  day. 

Negative:  Nothing  visible  except  perhaps  a  few  small  marks. 
Positive:    Some  induration  (hardness  or  raised  firmness) 
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around  one  or  more  of  the  punctures.  Reddish, 
rough  and  raised  appearance. 
Mono-Vacc  Test;  should  be  read  on  third  or  fourth  day. 
Negative:"  Nothing  visible. 

Positive:    Erythema  (redness)  will  be  observed,  but  the 
only  evidence  of  a  positive  reaction  is  in- 
duration, which  you  can  feel  even  if  it  only 
measures  one  or  two  millimeters  across. 

Heaf  or  Sterneedle  Test:    can  be  read  between  the  second  and 
the  seventh  day. 

Negative:  Nothing  visible  except  perhaps  a  few  small  marks. 
Positive:    Reactions  are  described  by  "grade:" 

Grade  1.    Induration  of  at  least  four  of  the 

puncture  points,  with  erythema. 
Grade  2.    The  induration  points  come  together 

to  form  a  ring. 
Grade  3.    Induration  in  the  center  of  the  ring, 

forming  a  coin  pattern  about  one  cm. 

(centimeter)  in  diameter. 
Grade  A.    Extensive  induration. 

Mantoux  Test:    should  be  read  two  to  three  days  after  it  is 
given. 

The  margin  (edges)  of  the  induration  can  be  found  by  touch. 
Measure  this  induration  or  hardness  in  the  skin  by  laying 
a  flexible  millimeter  ruler  across  the  point  where  the 
needle  entered.    Only  one  recording  is  necessary:  the 
diameter  of  the  indurated  area,  in  millimeters.    If  there 
la  erythema  but  no  induration,  record  "0"  millimeters.  Use 
a  good  light  in  measuring  the  induration,  and  if  possible 
have  someone  record  for  you  as  you  measure. 
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Some  general  hints  for  interpreting  results 

-  If  there  is  erythema  (redness)  present,  look  for  induration. 

-  Induration  is  usually  visible  and  easy  to  feel.    If  the 
reactions  are  small  and  shapeless,  you  should  compare 
readings  with  a  more  experienced  person. 

-  Don't  confuse  surrounding  edema  (inflammation)  with 
induration. 

-  In  measuring  induration,  measure  the  diameter  of  the  largest 
single  reaction;  do  not  add  the  diameters  of  other,  smaller 
Indurations . 

Criteria  for  interpretation  will  be  established  by  your  program 
and  may.  include  such  rules  as: 
Multiple  puncture  tests 

Less  than  2  mm.  induration  3  negative  reaction 

2  mm.  or  more  induration     3  doubtful  reaction,  to  be 

confirmed  by  Mantoux  test 
(There  is  no  need  to  re-test  a  negative  reaction  unless 
the  child  is  a  "contact"  or  there  is  clinical  evidence 
suggestive  of  the  disease.) 

Mantoux  test 

10  mm  (1  cm)  or  more  induration  3  positive  reaction,  which 

indicates  past  or  present 
infection. 

5  mm  through  9  mm  induration     =  doubtful  reaction,  and 

should  be  repeated. 
Less  than  5  mm  induration  3  negative  reaction. 

Some  further  notes: 

-    Nearly  all  persons  infected  with  tuberculosis  react  to  tuber- 
culin tests*  if  the  infection  has  not  been  within  6  or  8  weeks 


of  the  test. 

Stronger  doses  of  tuberculin  produce  larger  reactions. 

Some  doubtful  reactions  may  be  "cross  reaction" — caused  by 
bacteria  other  than  tuberculosis — and  this  is  particularly 
true  In  multiple  puncture  tests. 

Reaction  size  in  multiple  puncture  tests  Is  not  of  much  sig- 
nificance because,  unlike  the  Mantoux,  the  dosage  is  not 
controlled . 

The  tuberculin  solution  for  Mantoux  should  be  protected  from 
light  and  stored  in  the  refrigerator  (not  necessary  for  mul- 
tiple puncture  materials) . 

If  screening  results  are  positive  or  doubtful,  a  diagnostic 
follow-up  by  a  physician  is  absolutely  necessary.    The  physi- 
cian may  then  decide  to  place  the  child  under  preventive  or 
curative  treatment.     (The  child  will  then  not  be  a  source  of 
Infection  to  others,  and  need  not  be  restricted  from  school 
or  other  activities).    95Z  of  newly  developed  active  cases 
can  become  non-infectious,  recover  and  remain  well,  if  they 
complete  the  chemotherapy  (drug  treatment)  plan  arranged  by 
the  physician. 

Among  high  incidence  groups,  the  health  worker  doing  the 
questionnaire/interview  should  pay  particular  attention  to 
those  questions  and  answers  which  will  provide  later  informa- 
tion for  "contact"  follow-up. 
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QUESTIONS  FOR  THE  TRAINEE 

o    What  is  the  difference  between  being  infected  by  TB  and 
having  the  disease? 

o    Do  all  persons  infected  with  tuberculosis  react  to  tu- 
berculin tests? 

o    Early  identification  of  infected  children  is  very  impor- 
tant .  Why? 

o    What  are  the  advantages  of  the  multiple  puncture  test? 
o    What  does  "induration"  mean? 
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SICKLE  CELL  TRAIT  AND  DISEASE 


Sickle  cell  anemia  la  a  disease  which  could"  be  discussed  in  EPSDT 
programs  with  training  materials  under  the  title  of  Genetic  Blood 
Disorders  or  Abnormal  Hemoglobin  Tests,  or  it  could  be  included  in  the 
section  on  Anemia  generally.    However,  because  of  some  special  prob- 
lems, including  the  confusion  between  sickle  cell  trait  and  sickle 
cell  disease,  we  will  take  a  separate  look  at  these  conditions. 

The  emphasis  placed  by  your  EPSDT  program  on  sickle  cell  will  depend 
mostly  on  the  population  you  serve.    If  that  population  includes  a 
large  percentage  of  black  children,  the  entire  EPSDT  staff  should 
have  periodic  training  sessions  on  the  psychological  and  social 
factors,  as  well  as  the  clinical  ones,  which  are  involved.    What  we 
will  try  to  do  in  the  section  immediately  following  is  to  summarize 
some  readily  available  pamphlet  material  (see  the  Bibliography)  and 
review  those  aspects  of  sickle  cell  that  should  be  familiar  to  every 
health  worker.    It  is  important  for  both  the  worker  and  the  parent  to 
understand  that  inherited  diseases  exist  among  most  racial  groups: 
PKD  among  white  infants,  and  rarely  among  either  blacks  or  Central 
European  Jews;  Tay-Sachs  disease  mainly  among  Jews;  disease  of  the 
fetus  and  newborn  caused  by  the  Rh  blood  factor,  primarily  in  whites 
and  rarely  among  blacks  or  certain  Asian  populations;  and  so  on  and  on. 
This  point  requires  emphasis  because  of  the  emotional  aspect  of  any 
disease  prevalent  in  a  particular  population. 

Sickle  cell  anemia,  therefore,  is  one  of  many  hereditary  blood  di- 
seases  caused  by  abnormal  hemoglobin  in  the  red  blood  cells.  Hemo- 
globin is  the  oxygen-carrying  substance  in  red  blood  cells.  Persons 
with  sickle  cell  anemia  have  red  cells  that  are  crescent-  or  sickle- 
shaped  rather  than  the  usual  round  shape.    But  there  are  over  100 


-228- 


hemoglobin  In  their  blood,  but  not  enough  to  cause  disability 
or  require  treatment  except  under  special  conditions  (some 
persons  may  be  affected  by  high  altitude  or  conditions  of 
stress) . 

3-    Sickle  cell  variants:    This  occurs  when  someone  has  a  sickle 
hemoglobin  as  well  as  another  abnormal  hemoglobin.  Examples 
axe  sickle  cell-hemoglobin  C  disease,  or  sickle  cell-hemoglobin 
1>  disease,  or  sickle  cell-thalassemia  disease. 

Approximately  8Z  of  the  black  population  (and  a  smaller  proportion  of 
certain  other  groups)  have  genetic  traits  which  enable  them  to  have 
, children  with  one  of  the  sickle  cell  diseases.    Sickle  cell  anemia, 
the  disease  itself,  probably  affects  between  25,000  and  50,000  persons 
in  the  U.S.    And  because  the  disease  tends  to  shorten  life  span,  it 
Is  found  most  commonly  in  young  adults,  children  and  infants  (about  1 
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In  every  500  newborn  black  Infants  has  the  disease) . 


What  is  the  hereditary  pattern  which  transmits  sickle  cell  trait  and 
sickle  cell  disease  (anemia)? 

If  Then 
One  parent  is  a  carrier  (has  None  of  the  children  will  have 

the  trait,  and  the  other  pa-  sickle  cell  disease  (anemia), 

rent  is  normal —  But  the  trait  can  be  passed 

on:  each  child  will  have  a 
50-50  chance  of  inheriting 
the  trait. 


If.  Then 
Both  parents  are  carriers  The  chances  are  one  in  four 

Chare  the  trait  but  not  the  that  the  child  will  have  the 

disease) —  disease,  2  in  4  that  the  child 

will  only  inherit  the  trait, 
and  one  in  four  that  the  child 
will  have  neither  the  trait 
nor  the  disease. 


One  parent  has  sickle  cell  All  the  children  will  have 

anemia,  and  the  other  has  the  trait,  but  none  will  have 

neither  the  disease  nor  the  the  disease, 
trait — 
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Sickle  Cell  Disease 

Sickle  cell  disease  does  not  appear  before  the  first  few  months  of 
life,  and  much  more  typically  the  symptoms  do  not  occur  until  the  child 
is  between  two  and  four  years  old.    The  symptoms  are  various.  The 
infant  or  young  child  becomes  pale,  tires  easily,  eats  poorly,  and  may 
complain  of  pains  in  the  arms,  legs,  back  and  stomach.  Frequently, 
an  infection  such  as  a 
cold  or  sore  throat 
brings  on  or  accompa- 
nies a  "crisis"— a 
period  when  the  symp- 
toms become  severe. 
These  crises  may  last 
a  few  hours  or  as  long 
as  a  week  or  two  and 
occur  several  times 
a  year,  but  in  the 
periods  between  crises, 
the  patient  may  do 
quite  well.    As  a  rule, 
children  with  the  di- 
sease are  smaller  and 

thinner  than  normal  children  their  age.    Intelligence  is  not  affected. 

In  older  children  and  adults,  symptoms  are  much  the  same,  although 
they  seem  to  be  generally  milder  than  in  younger  children.  Life 
expectancy  may  be  shortened. 

Screening  tests 

▲  blood  test  will  show  the  presence  of  sickle  hemoglobin,  and  also 
the  amount,  so  that  the  trait  can  be  distinguished  from  the  disease. 
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In  cases  of  anemia,  most  or  all  of  the  hemoglobin  is  sickle  hemoglobin. 

There  are  two  purposes  in  screening: 

1.  To  identify  sickle  cell  disease  so  that  we  can  try  and  prevent 
severe  and  life-threatening  complications  which  may  arise. 

2.  To  identify  sickle  cell  trait  so  that  the  carriers  of  that 
trait  can  understand  what  limitations—if  any— being  a  car- 
rier may  impose. 

Screening  for  sickle  cell  disease  should  be  done  shortly  after  the 
child  is  born  in  order  to  be  most  effective.    After  age  1,  nearly 
all  children  with  the  disease  will  begin  to  show  symptoms  and  will 
have  anemia.    Screening  for  sickle  cell  disease  will  therefore  usually 
be  limited  to  babies,  and  to  anemic  children  over  the  age  of  1  who 
do  not  respond  to  iron  treatment  (see  section  on  Anemia) . 
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The  question  of  who  should  be  screened  for  sickle  cell  trait  is  a  much 
more  difficult  one  to  answer.    It  is  often  said  that  young  black  per- 
sons of  child-bearing  age  should  be  screened  so  that  they  themselves 
know  whether  or  not  they  have  the  trait  and  can  also  know  the  odds 
of  passing  on  sickle  cell  anemia  to  their  children.    If  they  find  that 
they  do  have  the  trait,  they  will  be  spared  a  great  deal  of  anxiety; 
if  they  have  it  and  are  aware  of  all  the  facts,  they  can  decide  intel- 
ligently about  their  own  family  planning. 

The  difficulty  is  that  genetic  counseling — advice  about  marriage  and 
reproduction — is  a  very  sensitive  and  private  area  of  human  behavior, 
and  not  too  well  understood.    For  the  person  with  sickle  cell  trait, 
the  reproductive  choices  available  at  present  are  limited  to: 

1.  Avoiding  marriage  to  persons  who  also  have  the  trait. 

2.  Avoiding  all  pregnancies  through  birth  control. 

3.  Early  termination  of  any  unplanned  pregnancy  through  legal 
abortion. 

4.  Initiating  pregnancy  through  artificial  insemination. 

5.  Running  a  25Z  risk  of  having  a  child  affected  by  sickle  cell 
disease. 

Whether  genetic  counseling  can  influence  these  choices  is  not  really 
known,  so  that  there  is  some  doubt  as  to  whether  screening  for  sickle 
cell  trait  will  lower  the  occurrence  of  the  disease.  Furthermore, 
there  is  the  risk  that  persons  who  are  told  they  have  the  trait  may 
worry  unnecessarily,  and  upset  their  lives  (or  those  of  their  children) 
with  unnecessary  restrictions  on  their  activities;  or  by  attributing 
symptoms  of  other  illness  to  sickle  cell  trait,  they  may  delay  or 
avoid  medical  care  for  those  illnesses. 

Most  EPSDT  (and  other  screening)  programs  will  therefore  generally 
limit  sickle  cell  testing  to: 

- 
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1.  Infants  and  anemic  small  children. 

i 

2.  Persons  older  than  13  or  14  who  voluntarily  want  to  find 
out  If  they  have  the  trait. 

All  people  screened  should  have  good  Information  and  counseling 
services  available  to  them  so  that  they  can  learn  the  reproductive 
alternatives  which  are  available  to  them,  and    can  understand  that 
having  the  trait  should  not  affect  their  life  activities  and  health 
care. 

Test  Methods 

The  preferred  test  Is  called  "hemoglobin  electrophoresis" — a  reliable 
and  not  very  complicated  laboratory  procedure.    No  special  precau- 
tions are  necessary  for  the  preservation  of  the  blood  sample  to  be 
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forwarded  to  a  central  laboratory.    Speed  of  the  lab  results  is  im- 
portant in  special  sickle  cell  programs  (they  can  be  made  available 
within  a  half  hour  if  the  lab  is  next  door)  so  that  counseling  or 
reassurance  can  be  given  without  requiring  a  follow-up  visit.  But 
where  sickle  cell  testing  is  part  of  an  EPSDT  program,  there  is  less 
need  for  immediate  results. 

Follow-up  role  of  the  EPSDT  health  worker 

> 

Sickle  cell  disease.    When  a  newborn  infant  is  found  to  have  sickle 
cell  disease,  the  nature  of  the  disease  must  be  explained  to  the 
parents  by  the  physician  and  health  worker,  together  with  the  reasons 
that  continued  health  supervision  is  necessary.    They  must  be  alerted 
to  the  critical  symptoms  requiring  immediate  attention,  such  as  fever, 
weakness,  or  pallor. 


Careful  attention  must  be  paid  to  the  child's  fluid  balance  during 
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Illness  which  involves  vomiting  or  diarrhea,  so  that  dehydration 
is  avoided.    This  may  prevent  the  painful  crises  which  accompany 
the  disease.    Finally,  the  health  worker  must  make  certain" that  medi- 
cal care  will  in  fact  be  readily  available  and  accessible  when  needed. 
This  can  be  accomplished  in  part  by  co-ordinating  EPSDT  program  efforts 
with  agencies  directly  concerned  with  sickle  cell  disease. 

Sickle  cell  trait.    An  adolescent  or  adult  who  is  found  to  have  sickle 
cell  trait  must  be  given  two  kinds  of  counseling: 

1.  There  must  be  strong  and  convincing  assurance  that  sickle 
cell  trait  is  not  any  kind  of  disease,  that  life  expectancy 
is  the  same  as  that  of  other  people,  and  that  possible  ill 
effects  from  the  trait  (such  as  conditions  where  there  is 
severe  lack  of  oxygen)  are  very  rare — and  may,  in  fact,  not  be 
due  to  sickle  cell  trait  at  all.    In  other  words,  the  only 
restriction  on  normal  life  activity  might  be  a  recommendation 
that  persons  with  sickle  cell  trait  not  become  test  pilots 

or  Alpine  climbers! 

2.  There  must  be  an  explanation  of  the  chances  for  producing 
offspring  with  sickle  cell  disease,  and  the  chances  that  such 

'  an  offspring  will  be  able  to  lead  a  normal  or  restricted 

life.    Printed  information  should,  of  course,  be  made  available. 
Unless  the  health  worker  has  been  specially  trained,  the  genetic 
counseling  aspects  of  follow-up  should  probably  be  left  to 
persons  or  organizations  specializing  in  this  activity.  As 
already  mentioned,  genetic  counseling  is  a  very  sensitive 
matter,  and  a  hasty  "summary"  by  the  health  worker  may  do 
mora  harm  than  good.    On  the  other  hand,  if  no  follow-up 
explanation  la  attempted,  the  parson  screened  may  draw  in- 
correct conclusions  from  the  teat  results  and  may  not  seek 
further  information  or  counaeling. 

A  few  remaining  points  for  the  health  worker  to  bear  in  mind: 
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1.  There  are  people  who  "do  not  want  to  hear  about  sickle  cell," 
and  tests  and  Information  should  not  be  imposed  on  them. 

2.  Siclcle  cell  disease  may  be  associated  with  a  wide  variety  of 
personal  and  public  problems,  and  whether  or  not  these  asso- 
ciations are  valid,  they  do  involve  considerations  of  personal 
sexuality,  fear,  shame,  racism, and  social  and  political  move- 
ments. 

3.  As  with  most  disease,  prevention  is  only  effective  if  approached 
on  a  broad  front.    Sickle  cell  information  in  the  schools 

and  in  the  public  media  (when  accurate)  is  essential  to  a 
successful  program. 


QUESTIONS  FOR  THE  TRAINEE 

o    What  is  the  difference  between  sickle  cell  trait  and 
sickle  cell  disease? 

o    What  is  the  hereditary  pattern  which  transmits  sickle  cell  ' 
trait  and  sickle  cell  anemia? 


WORKBOOK  IV-I 
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Bacteriuria  is  a  term  referring  to  the  passage  of  bacteria  in  the 
urine  and  Indicating  an  Infection  of  the  urinary  tract.    The  reason 
for  including  bacteriuria  in  a  screening  program  is  that  a  child  may 
have  a  urinary  tract  infection  without  havin,  ,v  ("asympto- 
matic") .  and  if  this  infection  is  not  cleared  up,  permanent  kidney 
(renal)  damage  may  result.    If  urinary  tract  infections  are  recurrent, 
damage  to  the  kidney  becomes  greater  and  is  not  reversible. 

In  some  children,  particularly  when  they  are  very  young,  urinary 
tract  infections  may  be  the  result  of  congenital  (birth)  abnormali- 
ties of  the  urinary  tract,  and  if  these  abnormalities  are  corrected 
early  enough,  the  damage  to  the  kidney  is  limited. 


re- 


In  many  children,  however,  urinary  tract  infections  even  when 
current  are  not  the  result  of  congenital  abnormalities.  Urinary 
tract  infections  occur  in  girls  about  30  times  as  often  as  in  boys. 
As  a  result,  usually  only  girls  are  screened  on  a  routine  basis.  If 
a  boy  has  a  urinary  tract  infection,  it  will  generally  be  accompanied 
by  symptoms  bringing  it  to  our  attention. 

An  additional  problem  with  girls  who  have  urinary  tract  infections  is 
that  they  may  have  a  recurrence  during  pregnancy  and  some  possible 
complications.    Therefore,  the  early  identification  of  asymptomatic 
bacteriuria  in  girls,  accompanied  by  prompt  treatment,  may  prevent  a 
later  recurrence,  or  at  least  alert  the  physician  to  the  danger  of 
a  urinary  tract  inf action  when  the  girl  becomes  pregnant. 

Screening  is  recommended  as  early  as  possible.    This  usually  means 
three  or  four  years  of  age,  when  the  child  can  provide  a  urine  specimen 
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on  request.    One  re-screening  is  recommended.    For  example,  a  girl 
screened  in  kindergarten  should  be  re-screened  when  she  is  in  the 
first  grade. 


Method  of  screening 


A  child  is  considered  "positive"  (having  a  urinary  tract  infection)  if 
•he  haa  a  bacterial  count  of  100,000  colonies  per  milliliter  (ml)  of 
urine  on  three  consecutive  cultures.    If  she  haa  symptoms  of  urinary 
tract  Infection,  a  50,000  count  la  considered  positive. 
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There  are  several  ways  of  testing  the  urine.    The  most  common  are 
\y  dip  slide  tests  which  utilize  a  slide  having  two  culture  media.  The 
slide  is  dipped  into  the  urine  specimen,  drained  of  excess  urine,  and 
then  incubated  overnight.    The  amount  of  growth  on  the  two  media  makes 
it  possible  accurately  to  estimate  the  number  of  bacteria  colonies. 
Some  dip  slide  tests  also  give  a  color  reaction  (Griess  Nitrite  Test) . 
Time  to  permit  incubation  is  essential,  and  if  possible  the  test  should 
be  performed  with  a  first  morning  specimen.     If  the  culture  is  posi- 
tive, the  test  should  be  repeated  twice  more,  since  we  have  said  that 
three    consecutive  counts  over  100,000  are  necessary  to  indicate  a 
urinary  tract  infection.     (If  a  girl  has  a  positive  reaction  from  the 
Griess  Nitrite  test  as  well  as  a  colony  count  of  over  100,000,  she  is 
considered  positive  without  repeating  the  test.) 

The  bacterial  count  is  affected  by  extraneous  matter  in  the  urine, 
-    and  the  manner  in  which  the  urine  is  collected  is  therefore  impor- 
tant.   The  health  worker  should  explain  to  the  mother  the  reason  why 
a  first  specimen  in  the  morning  is  preferred  (it  is  more  concentrated 
and  therefore  more  likely  to  show  a  positive  count  if  there  is  an 
infection),  and  also  explain  the  proper  manner  of  washing  the  child 
with  soap  and  water  before  collecting  the  specimen.    Washing  de- 
creases the  likelihood  of  contamination,  and  the  program  nurse  may 
recommend  bathing  the  girl  the  night  before. 

In  order  to  provide  the  laboratory  with  the  best  possible  (most 
readable)  sample,  urine  specimens  should  be  kept  refrigerated,  in  the 
child's  home  and  at  the  clinic,  until  the  culture  is  taken. 

If  the  child  has  significant  bacteriuria  (is  "positive") ,  the  physi- 
cian to  whom  she  is  referred  will  probably  recommend  that  another 
dip  stick  test  be  taken  three  or  four  days  after  the  start  of  treat- 
ment. 
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If  the  test  results  are  negative,  the  health  worker  should  report  to 
the  parent  as  follows: 

If  the  child  has  no  history  of  urinary  tract  infection,  the  parent 
should  be  told  that  there  is  no  present  sign  of  infection,  but 
that  the  child  should  be  screened  again  in  about  a  year. 

If  the  child  has  a  history  of  urinary  tract  infection,  the  parent 
should  be  told  that  there  is  no  present  sign  of  infection  but 
that  the  girl  should  be  re-screened  on  a  periodic  basis  in  order 
to  discover  any  re-infection  promptly.    When  there  is  such  a 
history  of  infection,  the  re-testing  should  be  done  at  least 
•very  three  months  for  a  year  or  two.    Then  if  there  is  no  recur- 
rence of  infection,  re-screening  should  be  annual,  and  then  with 
the  onset  of  sexual  activity  or  pregnancy. 
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QUESTIONS  FOR  THE  TRAINEE 

o   Why  la  a  urinary  Infection  an  additional  problem  with 
girls? 

b   What  is  bacteriuria? 

o   What'  is  the  age  recommended  for  testing  bacteriuria  .in 
children? 
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Lead  poisoning,  also  called  "plumbism,"  is  a  serious,  sometimes  fatal 
illness  which  is  readily  diagnosed  and  treated.    Although  completely 
preventable  in  most  cases,  lead  posisoning  continues  to  be  a  major 
problem  in  many  American  cities. 

The  consequences  of  lead  poisoning  in  children  include: 

-  abdominal  disturbances 

-  interference  with  the  development  of  red  blood  cells 

-  neuromuscular  effects 

-  damage  to  the  central  nervous  system 

-  impairment  in  learning 

-  mental  retardation 

-  death. 


More  than  one  hundred  children  die  each  year  from  lead  poisoning,  and 
many  hundreds  more  suffer  permanent  brain  Injury.    The  effects  of  lead 
can  be  very  subtle,  without  any  immediate  symptoms,  and  it  is  likely 
(though  we  cannot  cell  the  number  for  certain)  that  thousands  of 
children  suffer  from  various  degrees  of  brain  damage  without  obvious 
symptoms,  and  which  therefore  go  unnoticed  or  unreported. 

The  major  source  of  lead  poisoning  in  children  is  lead -based  paint, 
ingested  (eaten)  over  a  period  of  several  weeks  or  months.  Other 
sources  Include  putty,  plaster,  comic  books  and  newsprint,  certain 
pottery  and  cooking  utensils,  industrial  fumes,  dirt  and  dust,  car 
exhaust,  and  even  food  and  water.  Exposure  to  these    non-paint  sources 
or  carriers  of  lead  are  very  unlikely  in  themselves  to  cause  symptoms 
of  poisoning,  but  their  effect  is  to  reduce  the  amount  of  lead  a  child 
can  Ingest  before  developing  lead  poisoning. 

Where  do  we  find  lead-based  paint? 

> 

Paint  with  a  high  content  of  lead  was  used  a  great  deal  in  buildings 
painted  before  World  War  II;  since  that  time,  the  lead  content  of 
interior  paint  has  been  limited.    Old  paint,  both  inside  and  outside, 
often  in  many  layers,  has  begun  to  flake  and  chip,  and  is  then  swal- 
lowed by  small  children. 

i 

Two  factors  combine  to  make  the  children  of  poor  families  the  target 
of  lead  poisoning: 

1.  Old,  poorly  maintained  and  deteriorating  buildings  with  walls 
of  flaking  paint,  are  common  in  the  inner  city  where  so  many 
poor  families  (largely  Black  and  Latino)  live.    At  least  10%  f 
of  American  children  between  1  and  6  years  old  live  in,  visit, 
or  obtain  day  care  in  buildings  with  loose  or  peeling  paint. 

2.  Most  ch1  ldren  between  one  and  three  years  old  will  show  signs 
.  of  "oral  «plorations" — will  try  to  put  different  things  in 
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their  mouths.     But  it  is  children  in  the  lower  socio-economic  groups 
who  are  most  subject  to  pica — an  appetite  disorder  leading  to  the 
ingestion  of  non-food  substances  such  as  paint. 

What  is  pica? 

Host  children  with  a  high  level  of  lead  in  their  system  also  have  a 
history  of  pica.    It  may  be  difficult,  however,  for  the  health  worker 
to  find  evidence  of  pica:  the  parent  may  not  have  noticed  this  behavior 
in  the  child,  or  may  not  want  to  admit  to  its  occurrence  (many  mothers 
of  children  with  pica  have  the  habit  themselves) . 

Children  with  pica  exhibit  a  habitual,  purposeful  and  compulsive 
search  for  and  eating  of  unnatural,  non-food  substances.  Unfortunately, 
we  do  not  know  as  much  as  we  should  about  appetite  disorders  such  as 
pica.    The  behavior  has  psychological  and  sociological  roots,  as  well 
as  physiological  (body  function)  and  nutritional  associations.  For 
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example,  the  relationship  between  a  parent  and  child  may  lead  to  pica. 
The  child  may  use  pica  to  gain  attention  or  to  relieve  anxiety  brought 
on  by  a  mother  who  is  frequently  absent  or  is  unable  to  cope  with  fa- 
mily responsibilities. 

The  children  for  whom  lead  screening  is  most  important,  therefore, 
are  those  between  the  ages  of  one  and  six,  who  live  in  old  buildings 
or  parts  of  town  where  building  codes  are  non-existent  or  not  enforced. 
These  children  should  be  screened  unless  careful  surveys  have  shown 
that  lead  poisoning  is  not  a  problem  in  the  particular  area  or  com- 
munity. 

Clearly,  the  only  way  to  make  significant  reductions  in  lead  exposure 
is  to  do  something  about  sub-standard  housing.    Meanwhile,  the  immediate 
objectives  of  lead  screening  are  to: 

1.  Identify  children  who  have  absorbed  an  undue  amount  of  lead 
from  their  environment. 

2.  Reduce  their  exposure  to  lead. 

3.  Refer  for  medical  treatment  those  children  who  have,  or  are 
about  to  have,  serious  ill  effects  from  lead. 

The  problem  of  lead  poisoning  can  be  underlined  by  some  statistics  and 
a  case  history.    The  following  estimates  were  published  by  HEW  in  1971, 
and  are  probably  about  the  same  today: 

Children  in  the  susceptible  age  group  (under  5  years  old)     20  million 

Children  at  risk  (under  5,  in  poor  families,  living  in 

metropolitan  areas)  2  million 

Deaths  from  lead  poisoning  (acute  and  long-term  conse- 
quences 200/year 

Potential  lead  cases  per  year  200,000  to  400,000 

Symptomatic  lead  poisoning  cases  10,000  to  20,000/yr 
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Encephalopathy  (central  nervous  system)  damage 


cases 


500  to  1000/yr 


Moderate  to  severe  brain  damage  cases 


200  to  400/yr 


Brain  damage  cases  requiring  lifetime  care 


100  to  200/yr 


Potential  neurological  (nervous  system) 
handicaps 

[Cost  of  hospital  treatment  for  an  uncomplicated 


2000  to  4000/yr 


case: 


$1500  to  $2500] 


Case  History;    A  two-year  old  and  a  three-year  old  child  from  the 


same  family  showed  high  levels  of  lead.      The  three-year  old  also 
showed  clinical  evidence  of  encephalopathy.    Both  children  were 
severely  ill  for  over  a  week.    They  were  hospitalized  for  one  month, 
treated  five  days  a  week  for  four  weeks.    They  were  then  discharged. 
A  survey  of  their  home  showed  that  paint  layers  on  the  window 
sill  contained  502  lead.    There  were  14  members  in  the  family, 
living  in  four  rooms.     It  was  not  possible  to  relocate  the  family, 
and  so  the  children  had  to  be  returned  home.    Three  weeks  later, 
the  three-year  old  was  re-admitted  to  the  hospital  with  lead 
poisoning.    The  cost  for  the  initial  hospitalization  and  treatment 
of  the  two  children  was  $10,000;  the  effect  of  the  lead  poisoning 
on  their  brains  Is  unknown. 

As  already  mentioned,  the  "target"  population  for  lead  screening  is 
children  under  five,  living  in  dilapidated  housing  or  other  areas 
where  lead  poisoning  cases  have  been  identified  from  paint  or  other 
sources.    How  often  should  these  childrsn  be  screened?    Again,  the  answer 
largely  depends  on  where  thsy  live,  but  they  should  be  checked  st  least 
yearly  beginning  on  their  first  birthday  and  until  thsy  are  three 
or  four.    If  the  teats  are  normal  up  to  that  time,  it  is  unlikely 
thst  s  child  lives  In  an  environment  which  is  risky  for  lesd  poisoning. 
The  frequency  end  age  pattern  for. lead  ■creening  will  be  determined 
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by  the  physician  responsible  for  the  program,  but  the  health  worker 
who  understands  and  is  alert  to  the  causes  of  lead  poisoning  can  help 
identify  the  child  who  may  be  facing  a  lead  problem  (whether  or  not 
that  child  is  within  the  program's  "target  group").     In  some  metro-  ■ 
politan  areas,  lead  screening  for  infants  may  be  recommended  several 
times  a  year,  particularly  in  summer  when  blood  lead  levels  are  higher. 


The  most  common  methods  are  the  blood  lead  determinations  and  the  FEP 
(Free  erythrocyte  protoporphyrin)  test.    Either  test  requires  spe- 
cialized laboratory  procedures,  and  each  has  its  advantages  and 
disadvantages.     In  collecting  the  bloc  1  sample  to  be  sent  to  the 
laboratory,  the  health  worker  must  be  meticulous,  since  the  sample 
will  always  be  subject  to  contamination. 


Follow-up  of  a  "positive"  test 

Any  child  who  (1)  has  repeated  "positive"  blood  lead  levels  (typically, 
over  AO  ug/ml)  or  who  (2)  has  symptoms  (or  results  from  other  tests) 


Testing  Methods 
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suggesting  lead  absorbtion,  should  be  immediately  evaluated  by  a 
physician,  and  if  necessary,  referred  for  specialist  evaluation  and 
treatment.    A  decision  will  have  to  be  made  as  to  whether  the  child 
needs  to  be  removed  from  her  or  his  home  for  treatment.    This  will 
also  mean  a  review  of  the  home  with  the  parents  to  locate  possible 
sources  of  lead. 

No  child  should  be  sent  back  home  until  the  source  of  lead  exposure 
has  been  either  eliminated  or  made  unavailable.    This  means  working 
with  the  parents  to  see  if  any  immediate  steps  can  be  taken  by  way 
of  house  repair  or  improvement.    In  some  cases  during  repairs,  it  may 
be  necessary  for  the  child  to  stay  with  relatives  or  in  other  temporary 
settings. 

Children  discharged  from  treatment  must  also  be  followed  up,  at  least 
until  they  are  six  years  old,  to  make  sure  that  they  are  not  exposed 
again,  and  also  to  detect  any  symptoms  of  "abnormal"  behavior,  or  brain 
or  nervous  malfunction,  which  might  require  special  therapy.  Also, 
all  children  under  six  who  live  or  play  at  the  address  of  the  dis- 
charged child  should  be  screened  for  bipod  lead. 

For  a  lead  control  program  to  be  really  effective,  however,  the  health 
worker    must  support  and  encourage  the  parents  to  join  in  neighborhood 
and  community  "task  forces"  which  will  mobilize  lead  control  efforts. 
The  major  preventive  tool  for  childhood  lead  poisoning  is  a  new  house 
or  apartment  free  from  lead  paints.    The  health  worker  cannot  provide 
this  as  a  part  of  the  EPSDT  program,  but  the  worker  can  do  some  of 
the  following  things: 

1.  Advise  the  parents  of  existing  agencies  concerned  with  lead 
poisoning. 

2.  In  particular,  advise  the  parent  of  tenant  organizations  and 
citizen  groups  concerned  with  housing  codes  and  their  enforce- 
ment.   Unless  there  is  rehabilitation  of  housing,  lead  screening 


and  treatment  efforts  are  in  large  part  wasted. 

3.  Together  with  city  housing  and  welfare  officials,  support 
the  parent  in  pressing  the  landlord  for  necessary  repairs 
and  improvement. 


4.  Organize  whatever  assistance  is  available  to  encourage  and 
direct  the  parents  in  making  inmediate,  obvious  repairs  that 
will  reduce  lead  hazards. 

5.  Make  sure  that  the  publicity  that  usually  accompanies  an 
EPSDT  program  includes  information  to  the  public  about  the 
lead  problem  and  what  can  be  done  about  it. 

6.  Speak  to  other  agency  workers  (public  health  nurses,  sani- 
tarians, housing  inspectors,  social  workers,  physicians, 
nutritionists)  about  any  indicators  or  special  problems  you 
have  found  with  regard  to  lead  exposure. 

7.  Discuss  lead  poisoning  (and  how  to  recognize  such  danger  sources 
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as  peeling  paint)  with  the  older  children  in  the  family,  and  with 
children  who  do  baby-sitting  in  the  neighborhood. 


If  the  community  is  an  industrial  one  where  lead  fumes  or  lead  wast, 
are  likely,  the  EPSDT  program  should  join  with  the  local  health  depart 
ment  and    special  agencies  or  consumer  groups  concerned  with  environ- 
mental safety,  in  assessing  the  potential  dangers  of  lead  poisonin 
and  the  need  for  special  screening  or  diagnostic  facts. 

Aa  the  community  becomes  more  aware  of  lead  poisoning,  there  will  be 
an  increase  in  the  number  of  cases  detected.    Concern  will  prompt 
parents  to  bring  children  to  screening  programs,  to  watch  for  signs 
of  pica.    It  is  then  that  we  will  effectively  reduce  this  unnecessary 
disabler  and  killer. 
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QUESTIONS  FOR  THE  TRAINEE 

o    What  are  the  consequences  of  lead  poisoning? 
o    Where  do  we  find  lead-based  paint? 

o    What  would  be  the  most  effective  way  of  reducing  lead 
exposure? 

o    What  could  a  community  do  about  lead  poisoning? 
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WORKBOOK  IV-K 


NUTRITION  AND  ANEMIA 


1.  NUTRITION 


Nutrition  concerns  the  quality  of  the  food  we  eat  and  how  the  body  uses 
that  food;  nutrition  also  concerns  the  food  we  do  not  eat,  and  how 
our  body  responds  to  this  treatment.    Good  nutrition  involves  princi- 
ples from  many  different  sciences  (biology,  chemistry,  medicine, 
sociology)  and  the  co-ordination  of  many  different  skills  (food 
preparation,  food  storage,  income  management).    Good  health  is  not 
possible  without  good  nutrition,  and  trying  to  build  health  withough 
good  nutrition  is  like  supposing  a  house  will  stand  without  a  foundation. 


GOOD 
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Nutrition  touches  on  almost  every  aspe  :t  of  preventive  and  medical 
care.    Yet  physicians  and  other  health  workers  (except  nutritioni. 
tend  to  push  the  subject  aside  and  leave  it  to  -pamphlets  or  "heal 
educators"  unless  the  nutritional  problem  is  immediate  or  acute. 
There    are  several  reasons  for  this.     }ne  is  that  changing  a  person's 
eating  pattern  is  usually  a  slow  and  difficult  process,  and  the  physi- 
cian, for  example,  wants  to  use  his  or  her  time  around  "medical" 
skills.    A  second  reason  is  that  nutrition  is  a  very  complicated 
subject  that  we  still  do  not  know  too  auch  about.    A  third  reason 
cnac  gooa  nutrition  Is  or  ten  associated  with  the  more  expensive  fo^. 
This  is  not  to  say  that  pediatricians  ire  unconcerned  about  a  chile's 
life.    We  need  to  know  a  great  deal  about  how  the  family  relates  food 
to  health  and  build  on  the  food  knowledge,  attitudes  and  practice: 
the  child  and  family  members.    Remember-  that  every  one  of  us  is  the 
world  s  foremost  authority  on  how  her  or  his  body  feels.    When  a  physi 
cian  or  nurse  is  unable  to  spend  time  on  a  food  question,  the  pa 
may  feel  that  she  or  he  is  not  getting  a  "real"  answer,  and  may  there- 
fore seek  information  and  advice  from  neighbors,  friends  or  popula 
literature.     Some  of  this  advice  may  be;  excellent;  some  of  it  is 
tragically  bad.    The  health  worker  can  be  an  important  bridge  betw^e 
food  practices  prescribed  by  the  physician,  dentist  or  nurse,  ant 
daily  eating  habits  of  the  family. 

We  all  know  something  about  nutrition,  and  yet  for  the  most  part  w*. 
underestimate  its  importance.    We  recoi^nize  starvation  and  know  th^: 
it  is  fatal,  and  that  it  rarely  occurs  in  the  United  States.  But 
too  often  fail  to  recognize  slow  starvation,  a  sub-acute  and  there- 
fore less  dramatic  disease  whose  effects  on  the  developing  child  may 
be  equally  disabling  and  fatal. 

When  we  have  identified  slow  starvation  or  malnutrition,  it  is  both 
immoral  and  medically  unsound  to  leave  the  disease  untreated.    We  need 
to  give  complete  and  competent  nutritional  guidance,  helping  the 
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family  through  the  barriers  of  cost,  misinformation,  prejudice  and 
apathy.    Some  fairly  obvious  points: 

-  Different  people  have  different  attitudes  towards  nutrition; 
some  consider  It  a  necessary  routine,  others  a  social  obliga- 
tion, still  others  a  universal  cure-all. 

-  Standards  for  "good  nutrition"  vary  not  only  from  one  country 
to  another  or  region  to  region,  but  also  between  ethnic,  reli- 
gious, social  and  other  groups. 

-  Standards    also  change  as  our  scientific  knowledge  of  nutrition 
develops,  and  are  affected  (for  good  or  for  bad)  by  new  theories 
and  fads. 

-  Different  foods  not  only  contain  different  nutrients,  but  the 
body's  ability  to  use  those  nutrients  varies  from  food  to  food, 
and  sometimes  from  person  to  person. 

-  Each  nutrient  has  specific  uses  in  the  body. 

-  Many  different  kinds  and  combinations  of  foods  can  provide  a 
well-balanced  diet. 

-  The  amounts  of  nutrients  needed  are  influenced  by  age,  sex, 
size,  activity,  and  general  state  of  health. 

-  Children  need  more  food  for  their  size  than  adults,  because  they 
are  growing  very  fast  and  are  usually  very  active.  Babies 
under  one  year  old  have  their  own  special  food  needs. 

-  Asking  which  nutrient  is  most  important  is  like  asking  which 
hour  of  the  day  is  most  important  for  breathing. 

=•  Eating  calories  without  concern  for  nutrients  is  like  loading 
raw  materials  Into  a  factory  where  there  are  no  workers  and  the 
power  is  off:  you  just  do  not  get  the  desired  product. 

The  health  worker  should  be  familiar  with  supplementary  food  pro- 
grams such  as  hot  breakfasts  and  lunches  in  schools,  and  of  course 
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surplus  commodities  and  food  stamps. 
Poor  nutrition  equals  poor  health. 

Nutritional  screening  has  both  a  narrow  and  broader  purpose.    The  nar- 
row one  is  to  identify  the  child  with  a  nutritional  deficiency,  or 
habit  problem,  which  can  and  should  be  dealt  with  directly.  Perhaps 
the  most  important  example  of  this  is  iron-deficiency  anemia,  discussed 
in  the  section  on  anemia  in  this  workbook.    A  broader  purpose  is  to 
exchange  as  much  food-practices  information  as  possible  between  the 
health  worker  and  the  parents  and  child,  so  that  they  can  develop 
some  nutritional  guidelines  which  may  not  only  improve  the  child's 
health,  but  perhaps  also  prevent  or  lessen  the  impact  of  certain 
disease. 

Nutritional  screening  requires: 

1.  some  knowledge  of  and  understanding  of  the  community  served 
by  the  EPSDT  program 

2.  some  knowledge  of  the  child  and  family,  developed  from  the 
questionnaire /interview  and  medical  evaluations 

3.  some  food  intake  information  (what  the  child  eats) 

4.  some  growth  and  laboratory  measurements. 

1.    Community;    Eating  habits  and  choice  of  foods,  as  we  have  already 
mentioned,  differ  widely  according  to  geography,  income,  ethnicity, 
education  and  social  custom.    Some  information  about  these  habits — 
local  food  customs  and  local  food  sources—is  necessary  to  the  health 
worker, because  it  will  provide  cluea  to  nutritional  problems  and 
suggest  approaches  to  preventive  care.    The  health  worker  should  have 
a  general  idea  of  the  availability  and  use  of  foods  fortified  with 
vitamins  or  minerals.    For  example: 
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-  Most  fluid  milk  today  is  fortified  with  Vitamin  D,  but  non- 
fortified  milk  is  often  available  at  lower  prices  in  rural 
areas  and  the  inner  city. 

-  Most  fluid  low-fat  milks  are  fortified  with  Vitamins  A  and  D, 
but  powdered  skim  milk  may  not  be. 

-  Most  states  require  that  bakery  bread  and  rolls  be  enriched 
with  iron,  riboflavin,  thiamin  and  niacin.    Calcium  and  Vitamin 
D  are  usually  optional,  and  additive  requirements  for  flour 
and  grains  vary  from  state  to  state. 

-  Where  rice  or  grits  are  a  staple  food,  it  is  important  to  know 
whether  foods  fortified  with  iron  and  vitamins  are  also  available 
and  used. 
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-  Where  goiter  occurs  in  children,  availability  and  use  of  iodized 
salt  is  important. 

-  Fluoride  supplements  may  need  to  be  recommended  where  the 
fluoride  content  of  community  water  supplies  is  low. 

2.    Child  and  family:    Nearly  every  part  of  the  screening  process 
(questionnaire/ interview,  physical  assessment,  tests  and  measurements) 
will  provide  some  important  nutritional  information,  and  it  is  often 
useful  to  begin  looking  at  a  health  problem  from  the  nutritional 
point  of  view,  if  only  to  rule  out  nutritional  habits  or  deficiencies 
as  the  primary  cause  of  the  problem. 

Nutritional  deficiencies  and  disorders  usually  reflect  the  economic 
and  educational  status  of  the  family  and  the  community  in  which  they 
live.    The  history  of  the  child  begins  with  the  history  of  the  preg- 
nancy, and  of  the  family  history  before  that.     But  in  addition  to  here- 
ditary and  biochemical  factors,  the  nutritional  environment  beginning 
with  pregnancy  may  provide  the  most  important  clues  to  the  child's 
health. 

There  is  no  point  in  nutritional  screening  without  nutritional  educa- 
tion, and  this  means  that  the  health  worker  must— in  addition  to  other 
roles—become  a  teacher  of  nutrition,  home  economics,  and  even  cooking 
and  sanitation.    This  does  not  mean  that  you  have  to  be  an  expert 
in  all  of  these  things;  you  do  have  to  be  able  to  share  your  know- 
ledge with  the  parent  and  the  child.    And  you  do  have  to  understand 
the  importance  of  nutrition.    Your  attitude  is  contagious,  and  your 
interest  and  enthusiasm  will  be  picked  jp  by  the  family  (and  hopefully 
by  your  fellow  health  workers). 

Be  prepared  to  let  the  parent  teach  vou.    Discuss  what  she  or  he  thinks 
the  family  should  be  fed  compared  to  what  they  are  fed.    You  will 
probably  be  asked  some  questions  to  which  you  do  not  know  the  answer. 
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Don't  let  this  bother  you.    Say  that  you  don't  know  the  answer,  but 
if  it  is  something  you  can  find  out  before  the  parent  leaves  the  of- 
fice or  clinic,  try  to  do  so.    And  encourage  the  parent  to  find  some 
answers  from  his  or  her  own  experience.    Try  to  build  on  ethnic  or 
other  food  habits  that  will  give  the  parents  a  sense  of  themselves 
and  their  strengths.    It  has  been  said  that  the  best  thing  you  can 
do  for  a  child  is  to  make  her  or  hi3  mother  happy. 

Aside  from  what  the  family  provides,  children  often  get  food  else- 
where, and  it  is  important  to  listen  to  them  and  involve  them  in  nu- 
trition education.    And  where  time  permits,  nutrition  should  be  dis- 
cussed with  any  family  members  whom  the  health  worker  sees  together 
(this  is  particularly  true  of  the  father). 

The  effect  of  TV  should  also  be  explored.    If  the  health  worker  feels 
it  is  necessary  to  counter  the  influence  of  a  TV  commercial,  this 
needs  to  be  done  carefully— of fering  alternatives  and  not  causing 
embarrassment.    TV  commercials  often  suggest  foods  that  are  easy 
but  costly,  appealing  to  children  but  r/ith  little  food  value,  and  that 
reinforce  impulse  buying. 

There  is  always  the  question  of  how  effective  an  educator  the  health 
worker  can  be  in  the  amount  of  time  allowed  by  the  EPSDT  program. 
Whatever  time  is  allocated  by  the  program  supervisor,  however,  the 
health  worker  must  be  given  the  flexibility  to  develop  background 
information  which  either  the  family,  the  worker,  or  both  consider  im- 
portant . 

Some  children  and  families  will  present  more  cause  for  nutritional 
concern  than  others.    But  the  health  worker  should  feel  competent  to: 

o   Adapt  available  nutritional  information  to  specific  health, 
socio-economic  and  cultural  needs. 

o    Record  food  intake  information  to  learn  about  the  child 
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and  family's  eating  habits. 

o    Develop  nutritional  awareness  in  the  family. 

o    Look  for  reliable  sources  of  food  information,  and  evaluate 
claims  made  through  product  advertising. 

o    Become  familiar  with  agencies  involved  in  nutrition. 

Changing  our  own  eating  habits  is  difficult  enough;  asking  someone 
else  to  change  his  or  hers  will  often  seem  impossible.  Nutritional 
pamphlets,  which  will  usually  be  available  in  any  pediatric  clinic 
or  office,  are  valuable,  but  not  nearly  as  much  so  as  a  question-and- 
answer  exchange  between  health  worker  and  parent. 

3.    Food  Intake;     Information  about  what  the  child  eats  is,  of  course, 
essential  to  nutritional  screening.    No  single  method  of  collecting 
this  information  is  entirely  satisfactory,  but  for  EPSDT  programs, 
a  record  of  one  day's  intake,  preferably  a  weekday  (since  families 
will  often  alter  their  eating  routine  on  weekends) ,  of  food  can  b 
of  great  value  in  alerting  health  workers  to  the  possibility  of  a 
nutritional  problem.    Furthermore,  by  comparing  records  for  groups  of 
children  of  the  same  age,  sex,  income  level,  and  the  like,  we  begin 
to  discover  patterns  of  nutrition  in  the  community,  and  can  plan  our 
health  education  strategy  accordingly. 

It  should  be  noted  here  that  while  a  food  intake  record  will  tell  us 
if  the  person's  diet  meets  an  accepted  standard,  it  does  not  tell  us 
(without  other  information)  whether  the  diet  meets  that  person's  in- 
dividual requirements. 

On  the  next  page  is  a  sample  questionnaire  for  gathering  information 
about  a  child's  eating  pattern  for  a  single  day. 


FOOD  INTAKE 
24-Hour  Recall 

Name  ,   ■ 

Date  and  Time  of  Interview  

Length  of  interview   Date  of  Recall  Day  of  Week  

(1-M;  2-Tu;  3-W;  4-Th;  5-F) 

(Say  something  like  the  following  to  the  parent;  let  us  assume  the  child 

In  question  is  a  girl:) 

"I  would  like  you  to  tell  me  about  everything  your  child  ate  and  drank 
from  when  she  woke  up  yesterday  morning  until  she  went  to  bed  at  night, 
and  what  she  ate  during  the  night.    Be  sure  to  mention  everything  she 
ate  or  drank  at  home,  at  school,  and  away  from  home.    Include  snacks 
and  drinks  of  all  kinds,  and  everything  else  she  put  in  her  mouth  and 
swallowed.    I  also  need  to  know  where  she  ate  the  food.    But  now  let 
us  begin." 

What  time  did  she  get  up  yesterday?  Was  it  the  usual  time?  

What  was  the  first  time    she  ate  or  drank  anything?  

Where  did  she  eat?  

What  did  she  have  to  eat  and  drink,  and  how  much?  

(If  the  information  is  not  volunteered,  you  will  need  to  ask  what  else 
was  eaten  during  the  day,  when  and  where,  and  list  the  answers.  For 
example,  you  might  ask:) 

"When  did  she  eat  again?    "Is  there  anything  else?"    "Did  she  have 
anything  to  eat  or  drink  during  the  night?" 

Was  the  food  intake  unusual  In  any  way?    Yes  No  

If  yes,  why?  

In  what  way?  

What  time  did  she  go  to  bed  last  night?  

Does  she  take  vitamin  and/or  mineral  supplements?  Yes  No  . 

If  yes:    How  many  per  day?  Per  week?_  

What  kind?    (Insert  brand  name,  if  known) 

Multivitamins   Ascorbic  Acid  

Vitamins  A  and  D  Iron  

Other  
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As  with  any  other  questionnaire/interview  in  EPSDT,  the  food  intake 
record  should  be  used  by  the  health  woiker  as  an  opportunity  to  pic.c 
up  additional  nutritional  information  vhich  may  be  helpful,  and  to 
provide  the  parent  (or  child)  with  some  nutritional  hints,  such  as; 

-  Don't  shop  when  you're  hungry,  if  possible. 

-  Take  a  list  with  you  when  you  stop. 

-  Eggs  are  cheaper  than  bread  or  crackers,  which  in  turn  are 
cheaper  than  cookies. 

-  Roast  beef  Is  cheaper  than  bologna. 

-  Powdered  milk  is  cheaper  than  cola  drinks. 

-  School  lunch  programs  are  not  too  good  if  your  child  throws 
away  the  good  stuff  and  only  eats  the  dessert. 
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A.    Growth  and  Laboratory  Measurements;    Height,  weight  and  head 
circumference  are  important  indices  of  nutritional  status,  and  are 
discussed  separately  in  the  earlier  workbook  on  growth  assessment. 

Laboratory  tests  for  nutritional  screening,  other  than  those  ordered 
for  special  studies,  will  generally  consist  of  hemoglobin  concentra- 
tion and/or  hematocrit  determinations.    They  are  discussed  in  the 
following  section,  on  anemia. 


APPENDIX  (Form  and  Tables) 

The  questionnaire  below  has  the  following  advantages: 

—  It  is  brief. - 

—  It  avoids  any  leading  questions. 

—  It  gives  the  community  health  v.orker  information  regarding  the 
nutritional  habits  of  the  family.    This  information  can  then 
be  used  to  educate  the  parent  in  the  areas  necessary  and 
therefore  perhaps  improve  the  nutritional  status  not  only 

of  the  child,  but  of  the  whole  family. 

NUTRITIONAL  HABITS  AND  PRACTICES:  QUESTIONNAIRE 

1.  What  do  you  think  about  nutrition? 

2.  What  are  the  foods  you  usually  include  at  mealtime? 

Breakfast  Lunch  Dinner 


3.  What  foods  are  eaten  between  meals? 

4.  What  foods  are  eaten  most  frequently? 

5.  How  often  are  sweets,  pastries,  soft  drinks,  Kool-aid,  and  alco- 
holic beverages  used? 

6.  How  do  you  usually  prepare  your  foods? 

7.  Is  there  anything  special  you  do  to  keep  your  family  healthy? 
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IMPORTANT  THINGS  TO  KNOW  ABOUT  SOME  VITAMINS  AND  MINERALS 

Listed  below  are  some  of  the  most  necessary  vitamins  and  minerals  which  are  required 
for  the  maintenance  of  good  health. 

The  vitamins  are  divided  into  two  groups:    water  soluble  and  fat  soluble.    This  in- 
formation is  important  because,  for  example,  If  one  would  like  to  cook  a  dark  green 
vegetable  which  is  rich  in  Vitamin  A,  if  one  knows  that  Vitamin  A  is  fat  soluble  then 
one  would  cook  it  with  some  amount  of  fat  in  order  to  dissolve  it.    The  same  kind  of 
principle  goes  for  foods  rich  in  a  water  soluble  vitamin,  and  in  such  cases,  qf  course, 
we  will  not  throw  away  the  water,  since  it  is  rich  in  vitamins. 


HATER  SOLUBLE  VITAMINS 


NAME 


SOURCES 


FUNCTIONS 


EFFECTS  OF  DEFICIENCY 


Vitamin  C 


Citrus  fruits,  tomatoes,  melons, 
cabbage,  broccoli,  strawberries, 
fresh  potatoes,  green  leafy 
vegetables 


Very  little  storage 
in  body.    Aids  absorp- 
tion and  use  of  iron. 
Important  in  building 
up  of  collagen,  a  pro- 
tein found  in  the  skin, 
bones  and  cartilage. 
Also  important  in  the 
formation  of  intercel- 
lular cement  substances 


Weakened  cartilages  and  capil- 
lary walls.    Skin  hemorrhage. 
Sore,  bleeding  gums.  Anemia. 
Poor  wound  healing.    Poor  bone 
and  tooth  development.  Scurvy, 
a  disease  characterized  by 
blood  discharges  and  abnormal 
formation  of  bones  and  teeth. 


Vitamin  B, 


Whole-grained  and  enriched 
breads,  cereals,  flours,  organ 
meats,  poultry,  fish,  legumes, 
nuts,  milk,  green  vegetables, 
pork,  other  meats 


Its  body  storage  is  li- 
mited.   Chiefly  in-  • 
volved  in  carbohydrate 

assimilation  and  dis- 
integration process. 


Produces  poor  appetite,  con- 
stipation, mental  depression, 
apathy,  cardiac  failure,  beri- 
beri (a  deficiency  disease 
associated  with  malnutrition) . 


FAT  SOLUBLE  VITAMINS 


KAME  SOURCES  FUNCTIONS  EFFECTS  OF  DEFICIENCY 


1 

Vltamln  A 

Animal:  Fish-liver  oils,  liver, 
butter,  cream,  whole  milk, 
whole  milk  cheeses,  egg  yolk. 
Plant:    Dark  green  leafy  ve- 
getables, yellow  vegetables, 
yellow  fruits,  fortified 
margarines . 

Bile,  a  secretion  of 
the  liver,  is  neces- 
sary for  its  absorp- 
tion; it  is  stored 
in  liver.  Maintains 
healthy  skin  and  nor- 
mal vision  in  dim 
light.    Effects  the 
building  up  of  con- 
stituents of  mucus. 
Large  amounts  are 
toxic 

Causes  faulty  bone  and  tooth 
development.    Night  blindness. 

i 

1 

iii- 

Vitamin  D 

Fish-liver  oils,  fortified  milk, 
exposure  to  sunlight;  very 
small  amounts  in  butter,  liver, 
egg  yolk,  salmon,  sardines. 

Formed  in  skin  by 
activity  of  sun- 
light. Stored 
chiefly  in  liver. 
Regulates  absorp- 
tion of  calcium, 
phosphorus,  and 
normal  use  in 
bones  and  teeth. 

T.flrOP     amAi  i  r\  t~  a  ora 
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toxic. 

Rickets  In  children.  Soft, 
fragile  bones,  enlarged 
joints,  bowed  legs.  Chest, 
spinal,  pelvic  bone  defor- 
mities.   Delayed  dentition. 
Tetanic  convulsions  in  in- 
fants.   Osteomalacia,  soften- 
ing of  the  bones,  in  adults. 

Vitamin  E 

Plant  tissues,  vegetable  oils, 
wheat  germ,  rice  germ,  green 
leafy  vegetables,  nuts, 

legumes. 

Not  stored  in  body  to 
any  extent.  Reduces 
oxidation  of  Vit.  A, 

carotenes,  and  polyun- 
saturated fatty  acids. 

Hemolysis,  destruction  of 
red  blood  cells;  mild  anemia; 
deficiency  is  not  likely. 

FAT  SOLUBLE  VITAMINS  (cont'd) 


NAME 

SOURCES 

FUNCTIONS 

EFFECTS  OF  DEFICIENCY 

Vitamin  K 
« 

Green  leaves  such  as  alfalfa , 
spinach,  cabbage.  Liver. 
Synthesis  In  Intestine. 

Bile  necessary  for  absorp- 
tion.   Formation  of  pro- 
thrombin, a  chemical  sub- 
stance existing  in  circu- 
lating blood.    Sulfa  drugs 
and  antibiotics  interfere 
with  intestinal  absorption. 
Large  amounts  are  toxic. 

Prolonged  clotting  time. 
Hemorrhagic  disease  in 
newborn  infants. 

• 

SOME  MINERALS 

uaiciuia 

niiK|  naru  cneese ,  ice  cream, 
cottage  cheese.    Greens:  tur- 
nip, col lards,  kale,  mustard, 

broccoli.    Oysters,  shrimp, 
salmon,  clams. 

Hardness  of  bones,  teeth. 
Transmission  of  nerve  im- 
pulse.   Muscle  contrac- 
tion, normal  heart  rhythm, 
activate  enzymes.  Increase 
cell  permeability,  allowing 
the  passage  of  fluids  or 
substances  in  solution. 

Retarded  bone  minerali- 
zation; fragile  bones; 
stunted  growth;  rickets; 
osteomalacia,  increased 

porocity  of  bone. 

Iron 

Liver,  organ  meats;  meat,  poul- 
try, egg  yolk.     Enriched  & 
whole  grain  breads,  cereals. 
Dark  green  vegetables.  Le- 
gumes.   Dark  molasses.  Eeaches, 
apricots,  prunes,  raisins. 

Constituent  of  hemoglobin 
and  oxidative  enzymes. 

Anemia,  frequent  in  in- 
fants, pre-school  children, 
teen-age  girls,  pregnant 
jomen. 

Phosphorus 

Milk,  cheese,  eggs,  meat,  fish, 
poultry,  legumes,  nuts,  whole 

grain  cereals. 

Structure  of  bones,  teeth. 
Cell  permeability.  Meta- 
bolism of  fats  and  carbo- 
hydrates. 

SOME  MINERALS  (cont'd) 
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Iodine 

Iodized  salt  Is  most  reliable 
source.    Seafood.  Foods 
grown  in  non-goitrous  coastal 
areas . 

Regulate  rate  of  energy 
metabolism,  or  all  phy- 
sical and  chemical 
changes  that  take  place 
within  an  organism. 

Single  goiter,  which  if  severe 
can  cause  cretinism,  charac- 
terized by  a  lack  of  physical 
and  mental  development. 

A  well-balanced  diet  for  children  will  have  a  combination  of  foods  of  the  following  categories: 
Dark  green  and  deep  yellow 


Citrus  and  other  vitamin  C 
foods 


Other  vegetables  and  fruits 


Kale,  spinach,  broccoli,  cress 
collards,  beet  and  turnip  tops 
other  dark  green  salad  greens; 

Sweet  potatoes,  carrots, 
yellow  squash,  pumpkins,  apri- 
cots, cantaloupes. 

Oranges,  grapefruit,  tomatoes 
(fresh,  frozen  or  canned); 

Cantaloupes,  melons,  straw- 
berries, raw  cabbage,  green 
peppers. 

Potatoes,*  prunes,  other  dried 
fruits;  bananas,  turnips,  pears, 
apples,  peaches,  fruits  in 

season 

One  or  more  servings,  at 
least  every  other  day. 

One  or  more  servings  each 
day. 

Two  or  more  servings  each  day. 

H 
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•Potatoes  are    a  very  good  food  value  for  their  price. 


Meat,  fish,  poultry 
Milk,  cheese  and       and  other  protein  Dried  beans,  peas, 

ice  cream  foods  Eggs  nuts;  peanut  butter         Breads  and  cereals 


wnole  ml  Lie, 

Beer,  tish, 

Any  kind 

Dried  beans  and  peas; 

Breads  made  from 

canned  evapo- 

poultry;  heart, 

peanuts  and  peanut 

enriched  flour, 

rated  milk. 

liver,  kidneys; 

butter;  soybean 

cereals  made  from 

powdered 

canned  fish 

products.     (At  times 

whole  grain;  grits 

S-l 

these  can  take  the 

rice,  macaroni 

WHA' 

place  of  meats.) 

3  to  4  cups  of 

If  possible, 

At  least  4 

A  few  times  per  week, 

 ,  

Bread  or  cereal 

milk  a  day; 

one  serving 

a  week  per 

or  in  the  place  of 

at  each  meal. 

children  over 

each  day.  Can 

child.  Can 

meat. 

1 

2  can  take  part 

be  replaced  by 

take  the 

of  this  in  the 

more  milk,  eggs, 

place  of 

form  of  cheese, 

cheese  or  dried 

meat. 

O 
PC 

ice  cream,  or 

beans . 

in  pastries 

2.  ANEMIA 


Anemia  is  a  condition  which  refers  to  a  low  amount  of  hemoglobin  (con- 
tained in  red  blood  cells)  in  the  child's  blood.    Anemias  are  some- 
times hereditary,  as  in  sickle  cell  or  similar  anemias,  and  need  con- 
tinuing medical  supervision.    Most  anenias,  however,  are  nutritional 
and  relate  to  the  child's  food  intake.    The  most  common  of  these  is 
iron-deficiency  anemia. 

By  screening  for  anemia,  we  can: 

1.  identify  and  revise  eating  patterns  that  lead  to  iron-defi- 
ciency anemia 

2.  identify  other  forms  of  chronic  anemia  so  that  symptoms  and 
complications  may  be  prevented  or  reduced. 

Iron-deficiency  anemia,  if  identified  at.d  treated  early,  will  not  cause 
symptoms  or  be  a  danger  to  the  life  of  the  child.    But  if  left  alone, 
iron-deficiency  anemia  can  reduce  resistance  to  infections,  reduce  the 
child's  attentiveness  and  ability  to  learn,  and  (in  adolescent  girls) 
increase  the  risk  of  an  abnormal  pregnancy. 

Iron  deficiency  is  easily  and  inexpensively  treatable,  and  once 
treated,  its  recurrence  can  be  prevented  by  simple  and  inexpensive 
dietary  changes.     Iron-deficiency  anemia  can  be  prevented;  the  question 
ia,  which  approaches  to  prevention  are  most  practical? 

Careful  Inquiry  and  counseling  about  diet  in  the  first  year  of  the 
child's  life  could  prevent  all  instances  of  iron-deficiency  anemia 
in  early  childhood.    This  is  true  preventive  care,  eliminating  other 
risks  associated  with  anemia  as  well  as  the  cost  of  later  treatment. 
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The  Incidence  (occurrence)  of  anemia  follows  this  pattern: 

a)  Immediately  after  birth.  .   .  .from  2  to  5Z  of  children  have  it 

b)  Between  9  and  18  months  old.  .from  5%  to  15%  develop  it,  with 

a  small  proportion  of  cases  severe 
enough  to  cause  symptoms  and  even 
be  a  :  threat  to  life 

c)  Between  11  and  14  years 
(during  the  adolescent 

growth  spurt)  5Z  to  15Z  develop  it. 

Because  of  this  pattern,  all  children  should  be  screened  for  iron- 
deficiency  anemia  in  the  first  few  days  of  life,  and  if  not,  then 
at  the  first  opportunity  during  their  first  year.    All  children  should 
be  screened  again  after  they  pass  their  first  birthday,  and  again  after 
the  peak  of  their  adolescent  growth  spurt. 
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A  child  who  has  a  normal  test  around  one  year  of  age  will  rarely 
develop  anemia  before  adolescence,  so  re-testing  is  not  necessary 
until  then. 

The  dietary  history  (and  the  brief  questions  usually  included  in  the 
medical  history  questionnaire/interview)  will    often  point  to  causes 
of  iron-deficiency  anemia  in  infants.    A  child  who  is  drinking  more 
than  a  quart  of  fresh  milk  each  day  when  he  or  she  is  between  the  ages 
of  six  and  eighteen  months,  and  probably  not  eating  any  other  foods,  is 
much  more  likely  to  develop  iron  deficiency  and  other  nutritional  prob- 
lems than  one  who  is  eating  other  food 3  and  drinking  less  than  a  quart 
a  day  of  reconstituted  evaporated  milk  or  a  commercially  prepared 
formula.     In  fact,  infants  of  this  age  who  are  drinking  large  amounts 
of  fresh  milk  should  have  their  diet  modified  whether  or  not  they  have 
a  "positive"  screening  test  for  anemia. 

Infants  that  had 
a  low  birth  rate 
are  also  parti- 
cularly suscep- 
tible to  anemia 
during  their 
first  year  of 
life,  and  the 
program  physi- 
cian will  pro- 
bably recommend 
that  such  child- 
ren also  be 
screened  when 

they  are  around  six  months  old.    Other,  more  susceptible  infants  are 
those  of  multiple  births  (twins,  triplets,  etc.),  and  perhaps  those 
born  to  mothers  with  several  recent  pregnancies,  or  who  are  very 
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young.    Also,  iron-deficiency  anemia  will  occur  more  frequently  in 
certain  localities,  and  still  more  frequently  among  low-income  groups. 

The  major  attack  on  iron-deficiency  anemia,  however,  needs  to  be 
through  education— of  both  the  health  workers  and  the  parents.  The 
need  of  the  infant,  the  pre-school  child,  and  the  fast-growing  ado- 
lescent for  iron  needs  to  be  stated  repeatedly  and  in  different  ways. 
Primary  emphasis  should  probably  be  placed  on    the  role  of  iron-forci- 
fied  formulas  and  iron-fortified  cereals,  as  well  as  meat,  fish,  cheese 


and  eggs,  always  bearing  in  mind  that  it  does  little  good  to  persuade 
families  in  this  way  if  the  cost  is  seen  as  too  great  a  barrier. 

Parents  whose  children  are  screened  as  normal  should,  of  course,  be 
encouraged  to  continue  their  dietary  practices,  and  should  be  congra- 
tulated by  the  health  worker.    Where  a  change  of  diet  is  prescribed 
for  the  iron-deficient  child,  it  should  be  noted  that  while  human 
milk  and  cow's  milk  are  poor  sources  of  iron,  commercially  prepared 
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strained  and  "junior"  foods  for  infants  are  often  lacking  in  necessar' 
iron,  as  are  many  wet-packed  cereal-fruit  combinations.     Most  dry 
infant  cereals  do  provide  iron,  and  mot  t  cereals  that  require  cooking 
(other  than  "quick"  or  "instant"  Cream  of  Wheat)  do  not. 

The  two  currently  acceptable  methods  o    screening  for  anemia  are: 
(1)  the  microhecatocrit  and  (2)  the  de-  erminatica  of  hemoglobin  co 
cent  ration. 

The  microhematocrit  method  is  simple  a.,d  accurate.     Blood  is  obtained 
from  a  finger  or  heel  prick,  sealed  into  a  special  capillary  tube, 
and  placed  in  a  special  centrifuge  (spinning  device) .    The  centri- 
fuged  capillary  tube  is  then  placed  on  a  special  reading  device  which 
indicates  the  volume  of  packed  red  blood  cells  as  a  percentage  of  the 
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total  blood  volume.  This  packed  cell  volume  is  referred  to  as  the 
hematocrit . 


Hemoglobin  determinations  require  care,  skill  and  special  equipment 
to  a  greater  extent  than  the  hematocric.    The  blood  from  the  finger  or 
heel  prick  must  be  carefully  measured  in  an  accurate  pipette  (small 
glass  tube),  then  mixed  with  a  carefully  measured  amount  of  dilutant. 
The  optical  density  of  this  solution  is  measured  in  an  instrument 
called  a  photocolorimeter ,  and  the  results  are  read  in  the  number  of 
grams  of  hemoglobin  per  100  milliliters  (ml)  of  whole  blood.  "Aut- 
matic"  pipettes  with  a  pre-measured  amount  of  dilutant  make  the  mea- 
surement accurate. 

Both  the  hemoglobin  and  hematocrit  methods  may  be  used  in  the  screening 
program,  in  which  case  each  serves  as  a  check  on  the  accuracy  of  the 
other.    The  "normal"  values  for  different  age  groups  will  be  established 
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for  the  particular  program  and  laboratory.  Values  suggested  by  the 
Academy    of  Pediatrics  are: 


Age 

2-5  days 

2  months-2  years 
2  years-10  years 
over  age  10 


Hematocrit  (%) 
45%  or  higher 
33%  or  higher 
36%  cr  higher 
38%  cr  higher 


Hemoglobin  (gm/100  ml) 


15  grams  or  higher 

11  grams  or  higher 

12  grams  or  higher 

13  grams  or  higher 


In  obtaining  blood  from  the  finger  or  heel  prick: 


1.  The  skin  should  be  cleaned  ard  then  dried. 

2.  The  dry  finger  or  heel  should  be  warm. 

3.  The  blood  should  flow  freely  (without  having  to  squeeze  or 
"milk"  the  finger)  into  the  tube  or  other  collecting  device. 

4.  Clean  the  finger  again  and  apply  a    band-aid  or  other  pro- 
tection, if  desired. 

5.  Put  the  sample  in  a  cool  place  until  ready  for  lab  processin 
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QUESTIONS  FOR  THE  TRAINEE 

o    What  is  the'  difference  between  nutritional  status  and 
nutritional  habits? 

o    Which  one  of  the  two  do  you  consider  more  important?  Why? 

o    Is  one  nutrient  more  important  than  another? 

o    Why  is  it  important  to  understand  the  community  served  by 
the  EPSDT  in  nutritional  screening? 

o    What  are  some  causes  for  nutitional  deficiency? 
o    What  is  anemia? 

o    What  is  the  pattern  of  the  incidence  of  anemia? 

o    Which  are  the  two  currently  acceptable  methods  of  screening 
for  anemia? 
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"  CASE-  MANAGtMiNT 


Case  management  is  the  process  by  which  the  child  (until  age  21)  and 
family  are  assisted  in  remaining  within  the  EPSDT  program  until  op- 
timal results  are  obtained,  and  a  high  level  of  health  maintenance 
is  assured. 

■ 

1.  Definition 

The  phrase  "case  management"  is  sometimes  used  interchangeably  with 
" tracking."    Tracking,  however,  is  an  administrative  device.    It  is 
usually  an  impersonal  record-keeping  system  which  gives  management  some 
indication  of  whether  patients  are  staying  within  the  program,  and  which 
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services  offered  by  the  program  are  being  utilized.    Case  management 
requires  not  only  access  to  this  tracking  information,  but  also  making 
effective  use  of  it. .  Case  management  is  a  broader,  more  personalized 
concept  which  deals  with  the  many  large  and  small  events  that  encourage 
postpone,  facilitate  or  prevent  the  effective  use  of  the  different  pro- 
gram services. 

Case  management  can  also  be  described  as  including  and  expanding  health 
related  supportive  services— that  is,  casefinding,  referral,  and  the 
follow-up  process — while  helping  to  remove  barriers  which  prevent  com- 
munication and  understanding.    Case  management  requires: 

o    A  problem-oriented  approach  to  record-keeping,  which  reminds 
us  to  look  at  all  of  the  problems  which  bear  on  the  child's 
health 

o    Some  home  visiting 

o    Written  messages  and  information  to  keep  the  family  up-to- 
date  and  involved  with  the  total  EPSDT  program. 

Staff  members  must  keep  their  minds  open,  free  of  stereotype  opinions 
and  understand  why  people  do  not  keep  appointments,  do  not  follow  re- 
commended treatment,  or  do  not  respond  to  staff  effort.    They  must  di- 
rect their  efforts  toward  correcting  the  problems  that  interfere  with 
the  most  effective  use  of  available  resources. 

2.  Referral 

Case  management  includes  referral  and  follow-up.    "Referral"  is  the 
procedure  which  occurs  after  a  child  is  found  to  have  an  abnormal  test 
result,  and  the  family  is  directed  to  an  office  or  clinic  where  the 
child's  condition  can  be  evaluated,  and  necessary  treatment  provided. 
"Follow-up"  is  an  extension  of  referral.    It  finds  out  whether  the 
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referral  actually  took  place,  whether  the  evaluation  or  recommended 
treatment  was  completed,  and  assists  where  needed  in  arranging  for 
these  to  happen. 

The  number  (percentage)  of  children  referred  from  a  screening  pro- 
gram depends  on  several  factors: 

o    The  health  of  the  particular  children  being  screened.     If  case- 
finding  is  really  effective,  the  "hard-to-reach"  children  will 
be  brought  into  the  program,  and  these  children  are  more  likely 
to  have  potential  health  problems  requiring  referral. 

o    Particular  health  hazards  in  a  given  community  will,  of  course, 
affect  the  number  of  children  referred.    For  example,  rural 
children  exposed  to  pesticides,  or  central  city  children  exposed 
to  lead  paint. 

o    The  "cut-off  points"  (criteria  for  referral)  set  by  the  physi- 
cian and  special  consultants  to  the  program.        Some  tests 
will  clearly  indicate  whether  or  not  the  child  should  be  re- 
ferred; but  other  tests  may  produce  borderline  results  in  which 
referral  becomes  a  matter  of  medical  discretion. 

o    Related  to  the  above  is  the  skill  and  effectiveness  of  the  whole 
EPSDT  screening  staff.    Poorly  trained  health  workers  will  find  it 
difficult  to  conform  to  referral  criteria:  at  times,  they  will 
overlook  existing  problems  (under-referring),  while  at  other  times 
they  will  "find"  abnormalities  in  children  who  really  have  none 
(over-referring) . 

o    Referral  may  to  some  extent  be  affected  by  the  availability  of 
treatment  resources,  whether  or  not  Medicaid  reimburses  for  the 
services. 

Whether  the  referral  is  made  within  or  outside  the  program  depends,  of 
course,  on  whether  the  appropriate  diagnostic  and  treatment  services 
are  "in-house,"  as  in  the  case  of  the  EPSDT  program  which  is  part  of  a 
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medical  facility,  or  whether  the  child  must  be  referred  elsewhere  as 
in  a  free-standing  screening  facility.    The  advantages  and  drawbacks 
of  these  two  types  of  programs  have  already  been  discussed.    The  im- 
portant point  here  is  that  outside  referral  requires  particular  at- 
tention to  follow-up. 

Every  step  in  the  referral  process  must  be  carefully  performed.  These 
include : 

o    Confirmation  of  the  need  for  referral  and  support  services: 
making  sure  that  no  unnecessary  referral  is  made. 

o    Detailed  review  with  the  family  of  the  need  for  referral.  The 
mother  (or  other  person  responsible  for  the  child)  must  fully 
understand  the  reason  for,  and  importance  of,  referral;  only 
then  can  you  be  assured  of  her  co-operation. 

o    Development  with  the  family  of  a  plan  for  dealing  with  the  whole 
referral  process. 

o    Referral  to  the  right  place  at  the  right  time,  and  assurance 
of  their  availability  and  accessibility. 

o    Assistance  to  the  family  (at  least  at  the  outset)  in  making 
the  necessary  appointments. 

o    Arranging  for  transportation  and  baby-sitting,  if  necessary. 

Referral  will  usually  require  the  forwarding  of  information  from  the 
patient's  record,  and  this  requires  the  parent's  permission.    In  most 
programs,  this  written  permission  is  included  as  part  of  the  enrollment 
form  so  that  it  will  not  be  necessary  to  go  back  to  the  family  for 
permission  later  on.    No  family,  however,  should  be  forced  into  accepting 
referral  unless  the  program  physician  decides  that  there  is  an  impending 
threat  to  the  life  of  the  child. 

A  sample  referral  slip  is  on  the  next  page. 
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CHART  N0._ 
DATE 


NAME 


ADDRESS 


NAME(S)  OF  PARENT  (S)_ 
REFERRED  TO 


REASON  FOR  REFERRAL: 


(Name  of  Clinic) 
(Address) 
(Phone  No.) 


BIRTH 
DATE 


PHONE 


SIGNED 


REPLY: 


SIGNED 
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3.  Follow-up 

Case  management  also  requires  follow-up  to  determine  whether  referral 
procedures  have  been  carried  out,  whether  recommended  treatment  was 
followed,  and  to  assist  in  assuring  that  this  is  taking  place  where 
needed.    There  is  often  a  good  reason  for  missed  appointments  (lack 
of  transportation  or  baby-sitting,  interference  with  work  schedules, 
for  example),  and  again,  health  workers  should  be  careful  to  find  out 
those  reasons  before  Jumping  to  conclusions  about  the  family's  use  or 
misuse  of  health  services.    Nor  should  there  be  any  hint  or  threat  of 
reprisal  in  talking  to  the  parent.    For  poor  people,  health  is  often 
forced  to  become  a  second  priority.    Follow-up  should  include  detailed 
knowledge  from  the  family  regarding  thair  experience  with  an  outside 
agency,  for  it  is  sometimes  that  agency  which  has  not  lived  up  to  its 


-284- 


responsibility  in  Che  "continuum"  of  care,  and  the  health  worker  can  help 
bring  this  to  the  attention  of  both  the  EPSDT  program  and  the  outside 
agency  supervisors,  and  thereby  facilitate  more  effective,  collabora- 
tive arrangements. 

■ 

■ 

4.    Follow-up  Methods 

These  methods  will  vary  with  the  organization  of  the  program,  but  will 

generally  include  one  or  more  of  the  following: 

Home  Visits.    This  method  is  perhaps  the  most  simple  and  effective 
in  terms  of  communicating  with  the  parent.    The  family  will  al- 
ready be  familiar  with  the  program,  and  there  should  be  no  doubt 
or  suspicion  of  the  EPSDT  health  worker.    In  a  home  visit,  the  health 
worker  is  also  able  to  see  more  directly  whether  the  child  has 
been  given  the  necessary  attention,  and  if  progress  has  been  made 
in  the  child's  health  and  environment.    The  disadvantage  of  home 
visits  is  that  they  are  generally  the  most  costly  method  of  fol- 
low-up.   This  can  be  reduced,  however,  if  the  health  staff  is 
trained  to  limit  heme  visits  to  those  cases  where  they  will  be 
most  effective.    Also  in  some  areas,  home  visit  follow-up  may  be 
organized  in  conjunction  with  the  home  visits  of  health  depart- 
ment nurses. 

Telephone  Calls.    This  is  a  fast,  economical  method  of  follow-up, 
but  it  is  less  personal  than  the  home  visit,  and  of  course  not 
every  family  will  have  a  telephone.    When  a  neighbor's  phone  is 
used,  the  health  worker  should  be  careful  not  to  ask  questions 
whose  answers  might  be  confidential. 

Mail.    This  method  is  still  more  impersonal.    There  is  also  the 
difficulty  in  knowing  whether  the  letter  was  in  fact  received, 
and  there  can  be  no  assurance  of  a  response. 

Contacting  the  Referred-to  Office.    The  health  worker  can  call 
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the  office  or  agency  to  which  the  child  was  referred,  and  find  out 
if  the  necessary  service  was  provided.    Beyond  simply  finding  out 
if  an  appointment  was  kept,  the  health  worker  should  first  have 
the  family's  permission  to  ask  for  medical  information. 

Report  Received  from  Referred-to  Office. .  This  report  should  be 
added  to  the  patient's  record  to  provide  a  basis  for  follow-up, 
assure  that  appropriate  treatment  is  received,  and  indicate  the 
outcome  of  the  referral. 

As  elsewhere  in  the  EPSDT  program,  confidentiality  in  follow-up  is 
essential.    No  family  likes  to  have  personal  information  known  to 
"everybody,"  and  that  information  can  often  be  misinterpreted  or  misused. 
As  a  guiding  rule:  no  patient  information  should  go  outside  the  screen- 
ing program  without  the  parent's  specific  consent. 

Problem-oriented  Records  (POR) 

This  is  a  relatively  new  system  of  clinical  record-keeping  which  can 
help  In  referral,  follow-up  and  case  management,  because  it  presents 
an  easy-to-see  picture  of  the  child's  state  of  health.    For  the  health 
worker,  the  problem— oriented  record  can  also  help  make  clear  that  the 
responsibility  for  outcome  is  the  result  of  staff  effort. 

The  purpose  of  the  problem-oriented  record  is  to  clarify  the  various 
aspects  of  the  child's  problem,  since  each  of  these  aspects  may  require 
a  different  kind  of  attention.    Briefly,  the  problem-oriented  record 
requires  the  health  worker  to  identify,  list  and- number  all  of  the 
family's  medical,  emotional  and  social  problems.    This  list  is  placed 
at  the  front  of  the  record,  much  like  a  table  of  contents,  and  all 
subsequent  items  in  the  record  are  cross-indexed  to  the  numbered  prob- 
lems.   The  list  is  modified  as  problems  change,  and  those  that  are 
resolved  are  marked  as  such.    Hew  problems  are  added  to  the  list  as 
they  occur. 


This  approach  is  intended  to  put  information  into  a  logical  se- 
quence, reduce  the  volume  of  notes  in  the  record  (largely  by  avoiding 
the  need  for  repetition) ,  and  provide  a  quick  way  of  orienting  dif- 
ferent staff  members  to  the  many  and  related  needs  of  the  family. 

The  problem-oriented  record  needs  to  be  clear,  short,  informative 
and  to  the  point.     It  can  be  learned  rather  quickly,  but  requires 
somewhat  closer  supervision  than  traditional  record-keeping  systems. 
Neither  the  supervisor  nor  the  trainee  should  become  preoccupied  with 
the  system  and  structure  of  problem-oriented  record-keeping;  the  impor- 
tant point  is  that  it  should  encourage  logical  thought  processes, 
planning  and  action;  and  make  the  health  worker  better  aware  of  the 
problem  of  the  "whole  patient,"  not  just  of  a  particular  disease 
or  illness.    A  sample  of  problem-oriented  record-keeping  is  on  the 
following  two  pages. 

Inter-agency  Relationships. 

As  with  case-finding  and  other  socially-oriented  functions,  case 
management  is  carried  out  best  in  partnership  with  other  community 
agencies.    Often,  the  case  management  of  Medicaid  beneficiaries  and 
of  those  who  receive  public  assistance  is  the  responsibility  of  "social 
service"  departments  and  the  welfare  worker.    The  EPSDT  program  should 
not  intrude  on  this  responsibility,  and  it  is  therefore  important 
that  EPSDT  and  local  welfare  staffs  join  at  the  beginning  in  planning 
and  defining  areas  of  co-operation.     Once  certain  basic  agreements 
have  been  reached,  task  assignments  and  the  division  of  labor  can  be 
explored  and  acted  upon.    For  example,  the  EPSDT  program  can  refer 
a  child  to  the  Welfare  Department  case  worker  for  subsequent  referral 
to  a  particular  specialist,  or  the  case  worker  may  do  the  follow-up 
in  the  course  of  other  visits.    An  important  benefit  from  this  type 
of  collaboration,  beyond  the  obvious  economy  in  the  use  of  personnel, 
is  that  the  family  will  be  protected  from  receiving  numerous  and 
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confusing  messages  about  services  and  the  ways  of  obtaining  them. 
The  number  of  official  contacts  with  the  family  can  be  reduced,  and  a 
more  consistent  relationship  with  EPSDT  and  welfare  staffs  can  be 
achieved . 

Intervention  and  Referral 

Any  successful  health  program  has  an  aspect  of  intervention.    This  means 
that  it  interferes,  hopefully  for  the  good,  not  only  with  the  disease 
process  but  also  with  some  of  the  day-by-day  activities  of  the  indi- 
vidual or  family.    As  difficulties  appear,  intervention  should  offer 
the  family  a  new  way  of  solving  a  problem,  hopefully  in  a  climate  of 
feeling  that  somebody  cares.    In  EPSDT,  this  intervention  begins  with 
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case-finding  and  outreach,  and  continues  through  case  management. 

Every  now  and  then,  this  intervention  will  take  place  under  condi- 
tions of  stress  which  call  for  immediate  help  and  supportive  services 
outside  the  usual  responsiblities  of  EPSDT.    The  health  worker  re- 
cruited from  the  community  has  easier  access  to  that  community  than 
the  "professional,"  and  may  have  a  natural  talent  for  understanding 
and  reacting  to  these  urgent  needs. 

EPSDT  offers  numerous  opportunities  to  reinforce  the  family's  prob- 
lem-solving effort.    While  the  family  is  uniquely  organized  to  deal 
with  problems  of  stress,  individual  members  of  the  family  are  not  immune 
to  the  stress  that  may  be  concentrated  on  another  family  member,  and  may 
need  outside  support.    The  role  of  "stress  mediation" — helping  an 
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Individual  or  the  family  through  a  crisis  period — can  be  assumed  by 
the  EPSDT  health  worker. 

As  a  community  health  worker,  you  will  come  upon  many  different  types 
of  stress  and  crisis.    In  some  cases,  the  need  will  be  very  clear;  in 
others,  the  need  will  be  camouflaged  or  hidden.    With  time,  the  inex- 
perienced health  worker  can  learn  to  recognize  stress  or  crisis  situa- 
tions and  sort  out  those  elements  of  the  situation  which  show  potential 
for  solution  or  improvement.    This  means  that  you  will  acquire  the 
diagnostic  capacity  for  hearing  words  and  listening  to  answers  that 
give  clues  to  emotional  strain  or  tension.    This  requires  new  insights 
and  self -understanding  as  well  as  an  understanding  of  how  the  family 
la  sometimes  compelled  to  behave  and  function  in  a  poor  environment. 

Again,  the  range  of  stress  or  crisis  situations  that  bear  on  the  child's 
physical  and  emotional  health,  directly  or  through  the  family  and  social 
environment,  Is  large,  and  may  include  such  problems  as: 

o  lead  poisoning 

o  accident  or  death  in  the  family 

o  severe  drug  or  alcohol  abuse 

o  child  abuse 

o  child  in  trouble  with  the  law 

o  eviction  from  residence 

o  repossession  of  car  or  appliances 

o  loss  of  job 

o  Incapacitating  illness  or  serious  illness  with  poor  prognosis. 

Before  intervening  in  these  kinds  of  situations,  you  will  need  to  con- 
sider the  time,  the  place ,  what  help  might  be  given,  and  how  you  are 
going  to  give  it.    For  example: 

Time.    Is  the  child's  parent  too  upset  to  concentrate  on  what  you 
are  saying?    Is  there  a  crying  child  who  should  first  get  attention? 
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Place.    Should  you  give  the  parent  advice  in  private,  or  would 
it  be  better  to  do  it  with  the  child  present,  or  in  front  of  all  the 
family?    The  answer  might  depend  on  whether  you  want  to  concentrate 
your  support  on  individual  or  group  problem-solving.    Or  it  might 
depend  on  the  importance  of  your  confidential  relationship  with  one 
individual . 

What  help  you  can  give  will  depend  on  whether  appropriate  support- 
ing services  are  available  in  the  community.    You  need  to  be  familiar 
with  those  agencies  or  services  that  do  exist,  know  the  types  of 
referral  they  will  accept,  and  under  what  conditions.    As  examples: 
a  drug  abuse  program  may  only  accept  people  of  a  certain  age;  there 
may  be  no  suicide  prevention  clinic  in  the  community,  but  a  "hot 
line"  might  be  available  to  a  clinic  elsewhere.    Where  you  strongly 
suspect  child  abuse,  you  can  alert  the  EPSDT  nurse  or  doctor  who  can 
arrange  to  examine  the  child  to  see  if  special  intervention  (social 
worker,  police)  is  necessary. 

How  to  intervene  and  give  help  brings  us  back  to  your  sensitivity 
and  understanding  as  a  community  or  family  health  worker.    You  will 
know  those  things  you  should  not  do,  such  as  suggesting  that  the 
parent  or  other  family  member  is  to  blame  (you  can  give  construc- 
tive criticism  later  on,  after  the  "crisis"  stage);  and  you  will 
know  those  things  you  should  do,  such  as  trying  to  see  the  problem 
as  the  parent  sees  it  (even  though  you  have  a  different  opinion), 
and  finding  a  solution  that  satisfies  the  family,  not  the  agency 
or  staff. 

The  chart  on  the  following  pages  may  be  a  helpful  model  for  classify- 
ing problems  and  identifying  referral  resources. 
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(Sample  Chart) 
INT ERVENTION  AND  REFERRAL 


Potential  Major  Referral  Resource  Secondary  Referral 
Problem  Areaa  Agency    Address  &  Phone (a)    Key  Person  to  Contact  Resources  

Lead  poisoning  .  .  .   (Nurse  of  physician)    (Housing  inspector; 

r  Health  Dept.) 

Accident/  Major  illness         .  .   (Hospital  Emergency  Room;  Physician)  ....      (Ambulance  Service) 

Death  in  family  .  .   (Social  Service  worker;  Clergyman)    (Out-of-town  family 

members;  Red  Cross; 
Mortuary) 

Suicide  ...   ("Hot  Line"  service;  suicide  clinic)  .  .  .      (Mental  Health 

services) 

Child  abuse  (Nurse  or  physician;  Social  Service  worker).  .  .      (Special  clinics; 

police) 

Drug/Alcohol  abuse  (Hospital  emergency  services;  detoxification  (AA,  Synanon,  and 

units;  special  clinics)  .  .  .   similar  organizations) 

Poor  housing  (Housing  Inspector;  Health  Dept. /Rat  Control)  .  .     (Landlord;  Tenant 

Councils) 

Dangerous  or  unsanitary         (Housing  and  Health  Inspectors;  police;  citizen        (Citizen  advocacy 
environment  action  groups)    groups;  media) 

Legal  problems  (Civil:  (Legal  Aid  Servies;  Family  Counseling  Agencies).       (Employers,  landlord, 
divorce,  eviction,  wage  vendor,  Better  Business 

attachments,  reposses-  Bureau,  etc.) 

sion,  etc.) 


Potential 

Problem  Areaa  Major  Referral  Resource 

Police/Legal  problems  (Public  Defender;  Police-Community  Relations 

(Child  in  trouble  with       Councils;  Bail  bondsmen)   

police;  traffic  cita- 
tions; minor  arrests; 
probation  and  parole 
problems) 

Unemployment  (Employment  agencies;  special  employment 

projects)  .  .  .  t   


i 

ro 
I 


Secondary 
Referral  Resources 


("OR" — Own  Recognizance 
programs;  citizen 
advocacy  groups 


(Skills  or  on-the-job 
training  programs; 
employers) 


QUESTIONS  FOR  THE  TRAINEE 

o    In  doing  follow-up: 

a.  Which  method  would  you  use?  Why? 

b.  Which  method  would  you  not  use?  Why? 

o    What  do  you  understand  by  "Intervention  and  Referral?" 

o    If  you  found  out  that  the  family  you  were  working  with  had 
some  housing  problems: 

a.  Would  you  know  the  different  housing  agencies  in  your 
community  to  which  to  refer  them? 

b.  If  not,  how  would  you  find  out  about  them? 
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WORKBOOK  VI 
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EVALUATION 


A  successful  program  of  services  or  training  includes  some  sort  of 
procedures  for  on-going  evaluation.    In  order  to  discover  the  impor- 
tance of  evaluation,  the  following  questions  should  be  explored: 

1.  Why  do  we  want  to  evaluate  our  program? 

2.  What  is  it  we  want  to  evaluate? 

3.  How  are  we  going  to  do  the  evaluation? 

1.  In  any  program,  there  are  operational  problems  or  deficiencies  for 
which  the  administration  and  staff  are  accountable.  Accountability 
has  in  fact  become  a  watchword  in  today's  social  programs.    We  need 

to  account  for  what  we  are  doing,  and  why  we  cannot  do  it  better  or 
more  cheaply.    Evaluation  is  a  method  of  improving  services — directly 
or  indirectly.    We  look  at  what  we  are  doing,  measure  its  effective- 
ness, make  some  comparisons,  and  then  decide  what  changes  need  to  be 
made. 

2.  There  are  many  aspects  of  an  EFSDT  program  we  might  want  to  evaluate: 

(a)  Consumer  utilization  and  satisfaction 

Are  we  providing  the  services  in  a  manner  acceptable  to  the 
community?    Are  they  available  to  those  in  need?  Have 
the  services  been  publicized?    Is  there  adequate  transpor- 
tation?   Is  there  an  avenue  for  the  community  to  make  comments, 
register  complaints,  or  participate  in  decision-making? 

(b)  Quality 

Are  there  procedures  for  quality  control  or  assessment? 
Is  there  adequate  professional  supervision?    How  much  time 
is  spent  with  the  child  or  family  explaining  and  reviewing 
the  tests? 
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(c)  Costs 

What  is  the  cost  per  procedure  or  test  component?    Why  are 
there  different,  costs  for  different  tests?    Can  we  determine 
the  efficiency  of  these  tests?    What  are  the  cost  benefits? 
Have  we  duplicated  services  already  in  the  community? 

(d)  Outcome 

Have  we  been  effective?    Have  we  accomplished  our  goals? 
(3)  Staff 

Are  the  right  people  in  the  right  jobs?    Are  there  well- 
defined  personnel  policies?    Is  there  on-going  training  and 
staff  development?    How  effective  is  it? 

3.  We  have  given  some  examples  of  what  we  might  evaluate,  and  the  next 
question  is  how  we  want  to  do  it. 

(a)  Routine  records 

Every  program  should  have  routine  records  which  report  on 
utilization,  costs,  and  the  prevalence  of  certain  types  of 
health  problems.    From  these  records  we  can  answer  such 
questions  as: 

Of  the  estimated  number  of  children  in  our  "target" 

area,  how  many  have  we  seen? 
Of  the  children  screened,  how  many  were  referred  for 

diagnosis  and  treatment?    For  what  conditions? 
Of  the  children  referred,  how  many  did  not  receive  the 

services  recommended? 
Of  the  families  referred,  how  many  failed  to  keep  their' 

appointments?  Why? 

(b)  Special  staff  reports 

Staff  members  may  be  asked  to  report  on  their  particular 
function  or  assignment: 

What  elements  of  the  family  interview  were  successful? 

What  procedures  are  too  time-consuming?    Which  ones 
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seem  most  effective? 

(c)  Staff  conferences 

Discussion  between  staff  members  may  refine  the  evaluation 
process  and  move  it  forward.    Group  meetings  offer  the 
opportunity  to  "compare  notes"  and  perhaps  develop  some 
consensus  on  problems  and  their  solutions. 

(d)  Consumer  critique 

Evaluation  often  tends  to  be  subjective.    In  a  program  such 
as  EPSDT,  it  may  be  very  useful  to  include  the  observations 
of  the  family  as  well  as  the  staff  member.    This  can  be 
accomplished  through  questionnaires  (perhaps  distributed 
or  mailed  to  a  sample  number  of  families) ,  or  through  in- 
viting parents  to  attend  staff  conferences  from  time  to 
time. 

Evaluation  of  training 

During  the  initial  training  program,  we  can  measure  the  progress 
of  the  trainee  through  questions  covering  the  different  subject  areas. 
Further  evaluation  will  occur  as  the  supervisors  report  on  the  com- 
petency of  trainees  in  their  new  job  assignments.    But  we  should  try 
as  early  as  possible  to  engage  each  trainee  and  health  worker  in  the 
process  of  evaluating  the  service  he  is  performing,  and  then  take  that 
evaluation  seriously  in  putting  together  the  total  program  evaluation. 
If  this  can  be  accomplished,  the  health  worker  will  automatically  be 
evaluating  his  own  performance,  and  will  provide  administration  with 
valuable  insights  for  improving  the  program. 

Some  sample  reporting  forms  follow. 
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NAME 


(Name  of  clinic) 
DAILY  OUTREACH  LOG 
MILEAGE   


DATE 


PATIENT  NAME 

CT 

ADDRESS 

AGE 

SEX 

NEW 

FU 

MEDI-CAL 

* 

■ 

CODE  TOTAL  NO.  OF  OUTREACH  ATTEMPTS 

0-12  inos.  1 

1  yr.-4  yrs.  2  TOTAL  NO.  OF  INTERVIEWS  

4  yr.-12  yr.  3 

12  yr-18  yr.  4 

18  yr-21  yr.  5  > 
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DATE 


ETHNICITY 


(Name  of  Cl^^c) 
SCREENING  STATISTICAL  SHEET 

AGE  SEX  COMM.  DEV.  AREA 


#  REF       #  TL. 


w5 


BLK 


WHT 


OTHER 
(Speci 

fy) 


0-12 
mo8 


1-4 


13-15 


16-21 


M 


0.S, 


(Name  of  clinic) 
OUTREACH  REFERRAL  LOG 

DATE  NAME  CHART  NO.      AREA      CT        REASON  REF.  TO  REPLY  SIGNED 


How  many  children  (or  families)  did  your  casef inding  method  produce 
this  week? 


Which  method  worked  best? 

Telephone   Follow-up  of 

Home  visit   check  stuffer  

Post  card   Other   If  so,  describe: 

Check  stuffer 


Which  program  interpretation  seemed  to  work  best? 

This  will  give  your  children  a  good  start  in  life.  

This  will  help  you  take  good  health  care  of  your  family. 
The  State  wants  to  help  you  maintain  good  health.  

State  in  one  paragraph  your  method  of  interpretation: 


What  behaviors  on  your  part  seemed  to  work  best? 

Own  enthusiastic  belief  in  the  program  

Provided  with  transportation   

Provided  for  baby  sitters   

Hade  home  visit  to  those  interested   

What  part  of  training  did  you  most  enjoy,  or  get  the  most  from,  or._find 


produced  the  greatest  change  in  you? 

Participation  in  program 

Orient  at ion  

Planning  


Supervising 
conferences 


Staff  meetings_ 


Videotape 
recording_ 


Case  conferences^ 
Written  quizzes_ 
Group  meetings 


Sensitivity 
training  


Group  problem 
solving 


Role  play 


Demonstra- 
tions 


Film 
strips_ 

Work- 
shops 
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Lectures   Community  Organizations — visits  

Discussions  of  race,  culture  and  values  

Other  (Specify)  ;  

Was  there  enough  training?    Yes  No  

If  no:  What  more  do  you  think  should  be  added?    List  or  describe. 

Were  you  able  in  the  training  to  build  on  your  own  experiences? 
Yes  No  

If  yes,  list  them  

Through  the  training,  what  did  you  discover  about  yourself  that  you 
never  thought  of  before? 

Did  not  like  poor  people  

Did  not  like  welfare  recipients  

Thought  all  welfare  recipients  were  lazy  

Did  not  think  I  would  like  working  with  several  different  ethnic 

groups  

Did  not  know  I  was  so  interested  in  children  

Other  (Specify)  

Are  you  in  favor  of  public  medical  C£re?    Yes  No  

If  yes,  list  at  least  three  reasons  in  one  paragraph: 

Are  you  in  favor  of  raising  welfare  allowances?    Yes   No  

If  yes,  explain  why,  with  at  least  three  reasons: 
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What  tasks  do  you  feel  you  have  mastered?  List. 


What  do  you  believe- to  be  your  greatest  difficulties  or  weaknesses 
in  reaching  out  to  people?    List  five. 


What  do  you  think  are  the  most  important  things  about  EPSDT?    List  five 


What  do  you  think  are  least  important?  List. 


What  suggestions  do  you  have  for  improving  the  program?  List. 


What  objectives  of  the  program  do  you  most  agree  with? 


What  objectives  of  the  program  do  you  least  agree  with? 


Are  the  objectives  specific  enough  for  your  work  purposes? 
Yes  No   How  could  they  be  made  more  specific? 


What  would  you  do  to  enlarge  the  number  of  enrollees? 


Why  do  you  think  we  were  not  reaching  enough  families? 
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SUGGESTED  ASSESSMENT  CHART 


Value  orientations  Value  beliefs  Changes 

"Poor  people  are  hard  to  Poor  people  can  never 

deal  with  in  health  improve, 
matters  because: 


Poor  people  do  not 
believe  in  health  care 
when  they  are  well. 


They  would  rather 
spend  money  on 
other  things. 


Middle-class  workers 
do  not  know  how  to 
talk  to  poor  people. 


Turn  off  the  needy. 


AFDC  families  are 
chronically  dependent 
people. 


They  are  shiftless 
and  can  never  join 
the  domilant 
culture . 


Characteristics  to  look  for  in  applicants 
and  trainees   


Maturity 

Stability 

Tolerance 

Experience 

Commitment 

Credibility 


-307- 


GLOSSARY 


Most  of  the  technical  terms  used  in  these  workbooks  are  defined  in 
connection  with  the  subject  matter  being  described.    There  are  some, 
however,  that  have  been  used  in  other  contexts  and  which  may  be  more 
difficult  to  comprehend,  since  they  are  not  in  general  usage. 

Anticipatory  guidance 

Informing  the  parent  about  what  changes  children  go  through  within 
their  normal  growth  and  development. 

Back-up  services 

Additional  services,  within  the  program  or  from  outside  agencies, 
necessary  to  make  the  primary  service  more  effective  or  the  care 
more  comprehensive.     Examples  range  from  transportation  to  legal 
services,  from  laboratory  to  specialty  referral  agreements. 

Community-based  progr^^-trig 

'Community-based"  is  a  term  used  to  distinguish  services  located  near 
the  families  in  the  community  from  services  operating  at  the  federal, 
state  or  county  level,  or  within  institutional  walls.  "Community- 
based"  is  almost  a  synonym  for  "accessible." 

Confidentiality 

Confidentiality  is  a  supporting  feature  of  all  helping  relationships. 
It  implies  and  cements  the  trust  upon  which  these  relationships  turn. 
In  that  context,  the  individual  in  need  of  help  is  willing  to  say  the 
things  that  will  enable  a  helper  to  understand  his  or  her  problem. 

Most  people  feel  a  threat  of  exposure  when  they  confide  their  inner- 
most thoughts.    Therefore,  there  must  not  be  the  slightest  doubt 
about  the  ethical  position  of  the  helper  with  respect  to  confidentiality. 


Otherwise,  the  person  in  need  of  help  may  withhold  information  cru- 
cial to  the  determination  of  the  kind  of  help  most  appropriate  to  the 
solution. 


Family-centered 

"Family-centered"  is  a  term  used  to  cover  a  philosophy,  an  approach 
to  problem-solving,  and  a  way  of  perceiving  certain  conditions.  For 
example,  some  medical  care  problems  such  as  diabetes  and  sickle  cell 
disease  have  genetic  or  familial  predisposition.    Infectious  diseases 
like  tuberculosis  are  transmitted  to  people  living  in  close  proximity, 
often  in  families.    Still  other -conditions  such  as  hypertension, 
coronary  artery  disease  and  depression  seem  to  have  a  family  pattern, 
and  new  bodies  of  knowledge  indicate  social  patterns  of  illness  among 
family  members. 

Family-centered  care  denotes  awareness  of  a  potential  family  pattern, 
of  function  and  dysfunction,  social  as  well  as  physical.    Simply  put, 
it  says  that  in  planning  and  operating  a  comprehensive  health  care 
program,  the  interdependence  among  fanily  members  makes  undesirable 
and  unworkable  the  isolation  of  one  member  of  the  family  from  another. 


Family  Health  Worker 

A  paraprofessional  health  worker,  trained  to  see  the  patient  in  the 
context  of  the  family  and  community,  with  emphasis  on  prevention, 
education  and  health  maintenance.    The  Family  Health  Worker  acquires 
many  of  the  traditional  skills  of  the  nurse,  social  worker,  health 
educator  and  community  organizer. 

Free-standing  programs 

Usually  describes  health  facilities  or  services  which  are  physically 
separate  from,  and  not  under  the  direct  supervision  of,  hospitals 
or  health  agencies. 
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Medicaid  client 

A  person  eligible  under  state  and  federal  Medicaid  regulations  to 
receive  assistance  for  the  payment  of  physician  and  hospital  bills, 
and  for  other  approved  services. 

Medical  care  versus  health  care 

Medical  care  is  the  narrower  term,  generally  referring  to  the  services 
of  a  physician  or  hospital,  but  emphasizing  treatment  rather  than 
preventive  services.    Medical  care  focuses  on  illness  and  how  to 
bring  the  patient  back  to  health.    Health  care  focuses  on  how  to  keep 
a  person  from  becoming  sick. 

National  Health  Insurance 

A  nation-wide  system  for  financing  health  care.    The  scope  of  bene- 
fits, as  well  as  the  mechanisms  for  pre-payment,  vary  with  the  legis- 
lative proposals  which,  at  this  writing,  are  before  Congress. 

Negative  finding 

A  test  result  which  indicates  no  present  need  for  further  evaluation 
or  action. 

Out-patient 

A  patient  or  medical  service  not  requiring  a  hospital  bed.    The  term 
is  often  synonymous  with  "ambulatory  care." 

Parent 

Person  or  persons  who  are  responsible  for  the  care  of  the  child. 
They  could  be  a  relative,  guardian  or  foster  parent. 

Positive  finding 

In  screening,  a  positive  finding  is  the  result  of  a  test  or  question- 
naire which  indicates  the  presence  of  a  disease  symptom  or  problem 
which  needs  to  be  professionally  evaluated  (diagnosed)  and  perhaps 
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acted  upon. 
Primary  care 

For  purposes  of  these  workbooks,  primary  care  is  the  first  set  of 
encounters  with  the  patient  for  the  purposes  of  remedying  illness 
or  making  diagnostic  assessments  that  lead  to  referrals  for  subsequent 
care  and  treatment  services. 

Self-determination 

The  ability  to  decide  by  oneself  without  external  constraints. 
Self-help 

A  term  to  describe  what  individuals  or  groups  do  to  solve  their  own 
problems  with  or  without  outside  help.    The  term  is  not  necessarily  con-» 
fined  to  what  one  family  or  person  will  do  about  their  own  particular 
situations.     It  includes  the  banding  or  grouping  of  neighborhood  people, 
families  and  others  with  common  problems.    This  coming  together  has 
several  purposes:  to  help  one  another  either  under  the  guidance  of 
some  professional  specialist  or  as  a  result  of  learning  from  some  spe- 
cialist how  to  do  it.    At  times,  organizing  around  common  problems 
leads  to  a  "movement"  on  behalf  of  new  or  improved  services.    One  ex- 
ample is  in  nursery  schools,  where  mothers  have  allied  together  under 
the  auspices  of  school  authorities  and  educators  to  conduct  nursery 
school  programs  at  a  far  lower  cost  than  might  otherwise  be  available. 

Socio/economic/psy etiological  condition 

A  term  to  describe  the  effects  of  income,  community  and  the  general 
environment  on  a  person's  attitude  and  sense  of  well-being. 

Start-up  cost 

The  capital  (building,  equipment)  and  operating  expenses  (salaries, 
supplies,  etc.)  necessary  before  the  facility  or  program  obtains 
revenue  for  its  services. 
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SUGGESTED  SCHEDULE  FOR  USE  OF  TRAINING  GUIDE 
FOR  PART  II 

Session  I. 

-  Discussion  of  EPSDT  and  legislation. 

-  Services  and  their  importance. 

-  Standards;  setting  costs. 

-  Some  organizational  models. 

-  Advantages  or  disadvantages. 

Session  2. 

Discussion  of  your  screening  program: 

-  Services  offered. 

-  Considerations  taken  into  account  for  choice  of  services. 

-  Discussion  of  the  different  factors  present  in  your  community 
that  affect  your  program. 

Session  3. 

-  Field  visit  to  existing  programs. 

-  Field  visit  to  community. 
Session  4. 

-  Discussion  of  field  visits  and  the  impact  of  trainee  observa- 
tions on  your  program.    Changes?  Improvements? 

-  Discussion  and  work  on  the  exercises  of  the  chapter. 
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FOR  PART  III 


Session  1. 

-  Discussion  of  casefinding,  its  importance,  goals  and  methods. 

-  Discussion  about  your  community  and  the  existing  resources 
which  could  be  used  to  share  the  casefinding  task. 

Session  2. 

-  Practice  through  field  visits  or  role-playing. 

-  Discussion. 

PART  IV-A 
Session  1. 

-  Medical  history-taking  and  screening  objectives. 
Session  2. 

-  Child's  birth  history  and  child  and  family  illness  history. 

-  Review  some  history  forms  and  discuss  reasons  for  the  infor- 
mation requested,  and  its  importance. 

Session  3. 

-  Infant  feeding:  practice  questions  with  staff  members  who  might 
have  children. 

Sessions  4-10. 

The  next  six  sessions  could  follow  the  pattern  of  session  3.  If 
possible,  visual  aids  should  be  used  for  discussion  of  different 
organs  and  systems. 
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PART  IV-B 

Session  1. 

-  Immunization  and  its  importance. 

-  Understanding  of  the  diseases  which  Immunizations  attempt  to 
prevent. 

Session  2. 

-  Mock  interview  for  immunization  status. 
PART  IV-C 

Session  1. 

-  Understanding  of  developmental  screening. 

-  Consequences  of  abnormal  development  of  children. 
-Relationships  between  developmental  problems ,  etc. 

Session  2. 

-  Discussion  of  developmental  questionnaires. 

-  Study  and  comparison  of  these  different  questionnaires. 

PART  IV-D 
Session  1. 

-  Basic  principles  of  vision  screening  and  its  importance. 
Session  2. 

-  Understanding  of  vision  problems  and  their  impact  on  a  child' 
development . 

Session  3. 

-  Practice  in  vision  screening. 
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PART  IV-E 

Session  1. 

-  Review  of  the  hearing  organ. 

Session  2. 

-  Discussion  of  importance  of  hearing  screening  and  early  identi 
ficatlon  of  hearing  problems. 

-  Discussions  of  possible  symptoms  of  hearing  problems. 

Session  3. 

-  Methods  of  hearing  screening. 

-  Procedures. 
Session  4. 

-  Practice  with  staff  in  hearing  tests. 
PART  IV-F 

Session  1. 

-  Physical  assessment;  discussion. 

-  Discussion  of  who  will  do  the  physical  assessment  in  your 
programs.    Who  else  could  do  it?    Why?    Advantages  and  dis- 
advantages. 

Session  2. 

-  Observation  of  physical  assessment  of  children  of  various  ages 
(A  field  trip  may  be  necessary.) 

-  Discussion  and  understanding  of  the  absence  of  physical 
assessment. 
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Session  3, 

-  Importance  of  growth  assessment. 

-  Practice  in  measurement-taking  and  recording,  if  possible 
on  infants  as  well  as  older  children. 

Session  4. 

-  Dental  assessment  and  its  importance. 

-  Investigation  of  potential  resources  for  referral. 

PART  IV-G 

Session  1. 

-  Tuberculosis  and  its  causes. 

-  Screening  procedures. 

-  Criteria  for  test  interpretation. 

PART  IV-H 
Session  1. 

-  Sickle  Cell:  screening  tests  and  their  importance. 

-  Counseling  and  related  problems. 

PART  IV- I 

Session  1. 

-  Bacteriuria  and  its  causes. 

-  Methods  of  screening. 
PART  IV- J 

Session  1. 

-  Lead  poisoning:  sources,  symptoms. 
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-  Pica.  \ 
_  Community  resources. 

PART  IV-K 

Session  1. 

-  nutrition. 

-  Social,  cultural  and  economic  factors. 

-  Discussion  of  nutritional  patterns  in  your  community. 

Session  2. 

-  Field  trip  to  food  stores,  school  lunch  and  supplemental  food 
programs  in  the  community. 

Session  3. 

-  Field  trip  discussion  and  evaluation;  practice  using  food- intake 
questionnaires  on  staff  members. 

Session  4. 

-  Anemia. 

•  - 

PART  V 
Session  1. 

-Case  management:  referral  and  follow-up;  various  methods. 
Session  2. 

-  Intervention  and  referral;  various  community  resources. 
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PART  VI 


Session  1. 

-  Evaluation  of  training  sessions. 

—  Staff  evaluation  of  each  other's  understanding  of  the  subject 
natter,  expanded  awareness  of  community  conditions,  and  sensiti- 
vity to  individual  and  family  problems. 
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